A Portfolio of Academic, Therapeutic Practice and Research Work Including an Observational Pilot Study Into the Effects of Ego Consolidation Therapy on Symptomatology and the Therapeutic Relationship in Hospitalised Schizophrenic Clients Over a Period of Four Weeks. by Olsen, Camilla C.
A Portfolio of Academic, Therapeutic 
Practice and Research Work
Including “An observational pilot study into the effects of ego 
consolidation therapy on symptomatology and the therapeutic 
relationship in hospitalised schizophrenic clients over a period of four
weeks.
Camilla C. Olsen
Submitted September 2000 for the Psych D 
in Psychotherapeutic and Counselling Psychology 
at the University of Surrey
ProQuest Number: 27696253
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27696253
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
Statement of Copyright
No part of this Portfolio may be reproduced in any form without the written permission of 
the author, with the exception of the Librarian of the University of Surrey who is 
empowered to reproduce the portfolio by photocopy or otherwise and to lend copies to 
those institutions or persons who require them for academic purposes.
© Camilla Christina Olsen, 2000
Statement of anonymity
In order to protect the anonymity and confidentiality of my clients who I have used in 
examples and illustrations throughout the Portfolio, all names and identifying features 
have been changed.
Acknowledgements
I would like to express my thanks to all members of the course team, Dr. Jill Owen, Dr. 
Martin Milton, Dr. Adrian Coyle, Mr. Ricardo Draghi-Lorenz, for their generous 
assistance and support throughout the three years of training, and to Mrs. Kay Hambleton 
and Mrs. Marion Steed for their thoughtfulness and understanding throughout the last 
three years. In particular, I would like to thank Dr. Adrian Coyle whose patience and help 
made my life less stressful in writing up the research.
I am grateful to my placement supervisors, Mrs. Flavia Morante, Mrs. Barbara Antonis 
and Mr. David Fewtrell, for their support and containment. I am also grateful to all my 
clients who made this journey quite enjoyable.
Special thanks go to all my fellow trainees, whose continuous support and understanding 
have been much appreciated.
Finally, I would like to dedicate this portfolio to my partner, Geir, for his support and 
encouragement, and for sustaining me throughout the whole experience.
Contents Page
Introduction to the Portfolio 1
Academic Dossier
Introduction 3
Essay: Discuss the issue of identity change among people with
schizophrenia and suggest what implications such change might
have for therapeutic practice with this client group. 4
Essay: What is short-term psychotherapy and does it work? 15
Essay: Aggression and the violent client: A psychoanalytic view 26
Essay: The role of object relation theory in my work as an
integrating counselling psychology trainee 3 8
Therapeutic Practice Dossier
Introduction 48
Description of placements 49
Essay: On becoming an integrative practitioner 53
Research Dossier
Introduction 77
Year I: Social skill in schizophrenia and the therapeutic
relationship 78
Year II: The level of social skill in schizophrenic clients and its 
relation to the quality of the therapeutic relationships developed 
with this client group 111
Year III: An observational pilot study into the effects of ego
consolidation therapy on symptomatology and the therapeutic
relationship in hospitalised schizophrenic clients over a period of
four weeks 190
Introduction to the Portfolio
This Portfolio comprises of work submitted whilst studying for Psych D in 
Psychotherapeutic and Counselling Psychology at the University of Surrey from 
September 1997 to September 2000. It contains an Academic Dossier, a Therapeutic 
Practice Dossier and a Research Dossier.
The Academic Dossier includes four essays which resulted from work for the following 
courses: Lifespan Development, Theoretical Models of Therapy, Issues in Counselling 
Psychology and Year 3 Options.
The Therapeutic Practice Dossier contains descriptions of three clinical placements, in 
addition to a personal account on becoming an integrative counselling psychology 
practitioner.
The Research Dossier comprises of three research papers: a literature review and two 
empirical investigations.
Academic Dossier
Introduction
This Academic Dossier includes four essays selected from work submitted for the 
following courses: Lifespan Development, Theoretical Modes of Therapy, Issues in 
Counselling Psychology and Year 3 Options. They look at understanding schizophrenia 
from the framework of identity process theory, short-term psychodynamic therapy, 
working with aggressive clients from a psychoanalytic perspective, and finally the 
integration of theory, practice and research in counselling psychology.
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Discuss the issue of identity change among people with schizophrenia 
and suggest what implications such change might have for therapeutic 
practice with this client group
The issue of distortion of the self in people suffering from schizophrenia has long been 
recognised. Bleuler (1911/1950) was the first to conceptualise the illness as a split 
between the cognitive and the emotional aspects of the person’s personality, which is the 
meaning of the term schizophrenia. The conceptualisation of schizophrenia has become 
more and more specific, and today it is divided into five subtypes; paranoid type, 
disorganised type, catatonic type, undifferentiated type and residual type. However, all 
the subtypes have different mixtures of negative (affective flattening, alogia, avolition 
and anhedonia) and positive (delusions, hallucinations, disorganised speech, and grossly 
disorganised or catatonic behaviour) symptoms that are characteristic for schizophrenia 
(APA, 1996). The positive symptoms, especially delusions and hallucinations, are 
thought to interfere with the identity of people suffering from schizophrenia. How this is 
believed to occur is discussed below. Most research investigations concerned with 
identity change in schizophrenia have looked at how the content of identity changes in a 
person who is diagnosed with schizophrenia (e.g. Rosenberg and Gara, 1992), as opposed 
to the process of identity change. Moreover, the limitations of only investigating content 
are highlighted below, before Breakwell’s ‘identity process theory’ (1986; 1996) is 
outlined and proposed as a better theoretical framework from which to understand 
schizophrenia in terms of identity change. Finally, some suggestions of how changes in 
identity can affect therapeutic practice with this client group are made.
It is important to be aware that within the literature on identity the terms identity and self 
are rarely clearly defined, which can lead to confusion. Breakwell (1992) argued that 
there are two main lines of identity theories within social psychology; processual 
interactionism (Blumer, 1962) and social interactionism (Stryker, 1979). In processual 
interactionism identity changes with time and context, and is the part of the self-concept 
that is transient. Alternatively, in social interactionism, identity is seen as a structure of
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internalised social roles, which are hierarchically organised in the person’s self-concept 
(Bonnier, 1998). Whether or not these theories are applicable to the research carried out 
on identity change in schizophrenia is debatable. Most investigations can, and have been, 
criticised for not having framed the experiment within a particular theoretical social 
psychological perspective.
Although atheoretical, these studies have shown that schizophrenic clients often appear to 
have unstable self-concepts (Gruba and Johnson, 1974), and are therefore likely to suffer 
role confusion when considering desirable social gender roles (La Torre and Piper, 1979). 
In addition, schizophrenic clients seem likely to view themselves as contrasting with 
others which may impact on their ability to differentiate, a function De Bonis et al. (1995) 
found to be poor.
An exception to atheorism is the work of Gara, Rosenberg and Cohen (1987). They tried 
to explain the unstable self-concept, or identity as they preferred to term it, by integrating 
identity theory and the schizophrenic process. They defined identity as ‘personal 
characteristics, feelings, values, images and intentions’. Their perception was that a 
person has a number of identities comprising an identity structure, and that these 
identities were organised in a hierarchy with the most prominent on top. Moreover, the 
identity that subsumed the most sub-identities was seen as the most elaborated, which 
refer to the diversity of experiences in which this identity has been enacted. Gara et al. 
also introduced contrasts to identities, and believed that these were as important as the 
identities themselves. According to them, contrasts would emerge when one identity 
precluded the enactment of another. They contniuted by hypothesising that the onset of 
schizophrenia could result from unelaborated identities and contrasts being threatened by 
life events, and therefore forced to be negated. Gara et al. argued that when a person 
shifted to enact an unelaborated contrast, disorganised speech and inappropriate 
behaviour could occur as a result of total fragmentation of the self. This could 
subsequently lead to self-destruction and a halt in the differentiation between self and 
others. The latter could lead to delusions and hallucinations. Such experiences may
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result in the ‘psychotic resoloution’, which is a replacement of the prominent premorbid 
identity with a shallow ‘new me’, often the patient identity. This new identity is often 
based on global stereotypes with few, if any, features of the premorbid identity. Gara et 
al. argued that the reason the psychotic resolution often ended with a patient identity was 
related to negated inadequate identity resources developed earlier in life. Additionally, 
they believed that a psychotic client often felt a desperate need for an identity that could 
organise the experiences more effectively than no identity at all. This theory appears 
plausible as most schizophrenic breakdowns are precipitated by life stressors, which 
could potentially threaten a client’s identity. It could also partly explain why 
schizophrenic clients sometimes present with convictions of being someone else, a 
symptom associated with overvalued ideas and also possibly with the suppression of 
unelaborated contrasts. Although convincing, the theory would benefit from defining 
when an identity is perceived as sufficiently elaborated, as well as how the theory is 
affected by vulnerability-stress thresholds. The latter may be complicated as 
vulnerability-stress thresholds are highly idiosyncratic.
Further, Gara et al. (1987) believed that identity was changing over time, but that the 
foundations were laid before mid-adolescence. Hence they claimed that children who 
suffered cognitive/attentional deficits, found to be present in schizophrenic adults, were 
more vulnerable to develop schizophrenia if the deficits ‘interferred with the development 
of adequate and varied identity resources’. For example, children who suffered attention 
deficits and who had to extract ambiguous signals from families with high levels of 
expressed emotions, would be more at risk of developing schizophrenia than children 
who came from families where the levels of expressed emotions were low. This 
argument is coherent with Vaughn and Leffs (1976) proposition concerning levels of 
expressed emotions in the family and the link to onset of psychotic symptoms.
Further, Gara et al. (1987) proposed to foster and elaborate new non-patient identities, i.e. 
positive alternative roles. However, it would be beneficial if interventions could be made 
before a negative identity structure had been engaged. Yet, in order to enable
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professionals to intervene before the identity content has changed, partially or completely, 
the processes that change identity would have to be known.
Breakwell’s ‘identity process theory (1986; 1996) could be useful to understand the 
processes of how identity changes as a result of life events, rather than how these affect 
changes to the identity content. In this theory Breakwell has treated identity as a dynamic 
social product that could be understood as the interaction between cognitive capacities, 
social context and the historical perspective. According to Breakwell, identity has two 
dimensions, content (the defining characteristics of the individual) and value (personal 
and social beliefs about the content of identity), both viewed as changing in relation to the 
social context. The content elements are shaped by the assimilation/accommodation 
processes of identity, and the values that are attached to them are decided by the process 
of evaluation. The assimilation process is concerned with absorption of new identity 
structure components, as well as referring to reorganisation of existing elements 
according to their centrality in the identity structure. The process of accommodation 
adjusts the new elements into the old structure by using cognitive mechanisms like 
information processing and memory systems. Moreover, the identity processes are 
thought to be directed by four principles, which create feelings of self-esteem, continuity, 
distinctiveness and self-efficacy. Self-esteem can be viewed as the motivation to 
maintain and enhance a positive conception of oneself (Gecas, 1982). The continuity 
principle strives to ensure that the sense of ‘me now’ will be the same as or a continuation 
of the ‘me then’. Distinctiveness refers to the importance of feeling unique and to have 
personal thoughts and ideas. Self-efficacy relates to the individual’s own beliefs about 
competence with regard to performing desired behaviours. These four identity principles 
are believed to have different centralities in the identity structure, depending on the social 
context. Breakwell (1986) asserted that when the identity processes are hindered from 
complying with the identity principles the identity is under threat. The origin of the threat 
could be either internal (e.g. change of social position) or external (e.g. change in social 
context). She continued that threats to identity are coped with or adjusted to by 
employing various coping strategies or styles, all aiming to modify or remove the threat
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and to protect the identity. The various coping strategies operate on intrapsychic 
(deflection, acceptance and evaluation), interpersonal (e.g. isolation) and intergroup 
levels. Two widely accepted intrapsychic paths could be chosen to accomplish the 
desired protection of identity; insight and denial. In the context of a client with 
schizophrenia insight could be interpreted as successful assimilation and accommodation 
of the threat to identity posed by the disorder. Alternatively, a schizophrenic client could 
be regarded as having difficulties in accommodating the assimilated new identity 
elements due to abnormal information processing (e.g. Frith, 1992). Additionally, a 
schizophrenic client might also find it difficult to evaluate the centrality of the new 
elements because of a deficit that prevents comparison of current and past memories (e.g. 
Hemsley, 1993). However, an ill client is regarded as showing insight when 
psychological, emotional and intellectual impairments are recognised, and the need for 
treatment of these impairments is accepted (Carpenter et al., 1973). Conversely, in 
schizophrenia denial could be seen as the client’s rejection of any psychiatric difficulties. 
These clients often view the psychotic experience in isolation and regard the experience 
as alien to him/her (McGlashan, 1988). Still, coping strategies are not always successful 
and when they fail it is believed that the person’s identity will change or that withdrawal 
will occur.
Researchers who have tried to investigate the notions of insight and denial as coping 
strategies in schizophrenic clients have run into methodological difficulties, because the 
concepts are difficult to measure. Yet, investigations that have been carried out show that 
lack of insight is a common feature in schizophrenic clients (Bonnier, 1998) along with 
the feeling of uncontrollability and external locus of control of the illness (Warner et al., 
1989).
It would seem that identity process theory may be better equipped than identity theory to 
explain some of the different aspects of schizophrenia when trying to understand the 
disorder from an identity perspective. From the literature on schizophrenia it is possible 
to extract evidence that support the disorder’s influence on the sense of identity, and that
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this may be experienced on three different levels. At the level of impairment the 
symptoms of psychosis and their effect on the individual are thought to influence identity. 
At the level of disability societal stigmatising and personal experience of role 
performance are found to affect identity. Finally, at the level of handicap societal 
negative views and beliefs about schizophrenia are believed to affect identity.
Psychoanalytic theorists (e.g. Kohut and Wolf, 1978) have always argued that 
schizophrenia is caused by the loss of a coherent self, resulting in impaired functioning of 
the self, incorporating self-definition, self-awareness and regulation. Estroff (1989) 
claimed that the self is lost due to the positive symptoms of psychosis. The positive 
symptoms are believed to disturb either the individual’s perceptual or cognitive 
experience, making it difficult to compare and contrast own current and past experiences, 
and own experiences with those of others (Hemsley, 1993). The disruption of perceptual 
or cognitive functions is proposed to foster a discontinuity of self and internal 
inconsistency. Additionally, it is plausible that psychotic symptoms blur the boundaries 
between self and others. Lastly, perceiving little or no control over the symptoms of the 
illness could potentially lead to the development of a sense of inefficacy and a decrease in 
self-esteem (Bonnier, 1998).
At the level of disability, it is widely accepted that schizophrenia has a detrimental effect 
on role performance, in particular work performance. The disorder often leads to an 
inactivation of the person, who thus loses his/her valued role, which again is thought to 
affect identity. The process of inactivating a person can be either direct (disorder 
preventing role performance) or indirect (society limiting opportunities for mentally ill 
people) (Warner et al. 1989). This is associated with a decrease in self-esteem, 
discontinuity of functioning in valued roles, difficulties in expressing individuality and 
self-efficacy (Bonnier, 1998).
Finally, at the level of handicap schizophrenic clients suffer badly from stigmatisation. 
Our society holds quite negative views of mental illness, and especially of schizophrenia.
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These views are fuelled by the media’s interest in the disorder (Link et al., 1987), which 
coverage is usually associated with violence. The derived devaluation and stigmatisation 
are believed to affect a person’s identity through an internalisation of the negative aspects 
of mental illness. Being diagnosed as suffering from schizophrenia is often followed by a 
major change in social status due to society’s devaluation of mentally ill people. 
Furthermore, schizophrenic clients often find that the society has established well-defined 
roles which they are expected to comply with, alongside fulfilling certain expectations 
incorporated in those roles (Link, 1987). This can be argued to prevent the schizophrenic 
client’s ability to express individual uniqueness and therefore result in an excessive 
negative distinctiveness. Additionally, the society’s pre-established roles can diminish 
the schizophrenic client’s competence and hence diminish self-efficacy (Bonnier, 1998).
Breakwell (1992) suggests that the employed coping strategies, previously mentioned, 
mediate how the schizophrenia will affect the different identity principles that constitute 
the person’s identity construct. The coping strategies that are employed by the 
schizophrenic client reveal some information about the reactions the illness has elicited in 
the person. This information can be used to assess the client’s motivation to engage in 
therapy. The importance of understanding the processes that actively take part in 
changing identity, could offer professionals an opportunity to intervene at an early stage 
in the identity alteration. Moreover, knowing about and understanding the identity 
principles, as proposed by Breakwell (1986; 1996), could assist the professional in 
identifying appropriate aims for therapy. Until recently schizophrenia has been treated as 
an illness which was best controlled by neuroleptic medication and behavioural programs 
(e.g. token economy). However, at present psychotherapy for psychosis is finally gaining 
increasing support, probably because there is a growing acceptance that insight, or the 
lack of it, is likely to affect prognosis. In 1987, Gara et al. argued that insight together 
with the fostering of new alternative positive roles ought to be the aims of psychotherapy 
for schizophrenia, and that this intervention should be offered in conjunction with other 
types of therapy, like for example medication and family therapy. Yet, Gara et al. (1987) 
may find the issue of early intervention as a preventative measure for chronicity difficult
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to respond to, and the reason for that is that they are not interested in the process of 
identity change, but rather in the change of identity content. This implies that the 
schizophrenic illness has been present for a significant period of time without 
intervention, which is now thought to have an impact upon the schizophrenic client’s 
prognosis. I believe, however, that early intervention embedded in the theoretical 
framework of identity process theory might help prevent the psychotic client from 
adopting and/or consolidating a negative identity structure, and therefore have an impact 
upon prognosis. Moreover, I also believe that early interventions may lessen the 
psychological pain psychotic symptoms can cause the affected client and his/her 
surrounding environment. This again might imply that intervention during the process of 
identity change require shorter-term therapy than if the identity content has changed 
considerably and is thoroughly consolidated. Finally, in line with Gara et al. (1987) I 
believe that psychotherapy should be provided as a part of a larger intervention program.
Academic Dossier - essay 12
References
American Psychiatric Association (1996): Diagnostic and statistical manual o f mental 
disorders, 4th Edition. Washington, DC: American Psychiatric Association.
Barham, P (1984): Schizophrenia and human value, Bath: The Pitman Press.
Bleuler, E. (1911/1950): Dementia praecox of the group of schizophrenias, (j. Zinkin, 
trans.). New York: International Universities Press. (Original work published in 1911.)
Blumer, H. (1962): Symbolic interactionism. In Interactionism perspective and method. 
New York: Prentice-Hall.
de Bonis, M. De Boeck, P., Lida-Pulik, H. and Féline, A. (1995): Identity disturbances 
and self-other differentiation in schizophrenics, borderlines, and normal controls. 
Comprehensive Psychiatry, Vol. 36, pp. 362-366.
Bonnier, M. (1998): Doctoral Thesis. Department of Psychology, University of Surrey.
Breakwell, G.M. (1986): Coping with threatened identities. London: Methuen.
Breakwell, G.M. (1992): Social psychology o f identity and the self concept (Ed.
Breakwell, G.M.), London: Surrey University Press in association with Academic Press.
Breakwell, G.M. and Lyons, E. (1996): Changing European identities: Social
psychological analyses o f social change, Oxford: Butterworth-Heinemann.
Calnen, T. (1975): Gender identity crisis in young schizophrenic women. Perspectives in 
Psychiatric Care, Vol. 13, pp. 83-89.
Carpenter, W.T., Strauss, J.S., and Muleh, S. (1973): Are there pathognomonic
symptoms in schizophrenia?. Archives o f General Psychiatry, Vol. 28, pp. 847-852.
Chaves, A.C., Seeman, M.V., Mari, J.J. and Maluf, A. (1993): Schizophrenia: Impact of 
positive symptoms on gender social role. Schizophrenia Research, Vol. 11, pp. 41-45.
Estroff, S.E. (1989): Self-identity and subjective experiences of schizophrenia: In search 
of the subject. Schizophrenia Bulletin, Vol. 15, pp. 189-196.
Frith, C. (1992): The cognitive neuropsychology o f schizophrenia. Hove: Lawrence
Erlbaum Associates.
Gara, M.A., Rosenberg, S. and Cohen, B.D. (1987): Personal identity and the
schizophrenic process: An integration. Psychiatry, Vol. 50, pp. 267-279.
Academic Dossier - essay 13
Gecas, V. (1982): The self concept. Annual Review o f Sociology, Vol. 8, pp. 1-33.
Gruba, P.P. and Johnson, J.E. (1974): Contradictions within the self-concept of
schizophrenics. Journal o f Clinical Psychology, Vol. 30, pp. 253-254.
Hemsley, D. (1993): Perception and cognition in schizophrenia. In R.L Cromwell and 
C.R. Snyder et al., (Eds.) Schizophrenia: Origins, processes, treatment, and outcome. 
New York: Oxford University Press, pp. 135-150.
Hooks, P.C. and Levin, J.S. (1986): The social identity of the chronic schizophrenic^ 
Journal o f Social Psychiatry, Vol. 32, pp. 48-57.
Kohut, H. and Wolf, E.S. (1978): The disorders of the self and their treatment: An 
outline. International Journal o f Psycho-analysis, Vol. 59, pp. 413-425.
La Torre, R.A. and Piper, W.E (1979): Gender identity and gender role in schizophrenia. 
Journal o f Abnormal Psychology, Vol. 88, pp. 68-72.
Link, B.G. (1987): Understanding labelling effects in the area of mental disorders: An 
assessment of the effects of expectations of rejection. American Sociological Review, 
Vol. 52, pp. 96-112.
Link, B.G., Cullen, F.T., Frank, J., and Wozniak, J.F. (1987): The social rejection of 
former mental patients: Understanding why labels matter. American Journal o f 
Sociology, Vol. 92, pp. 1461-1500.
McGlashan, T.H. (1988): A selective review of recent North American long-term follow- 
up studies of schizophrenia. Schizophrenia Bulletin, Vol. 14, pp. 515-542.
O’Connor, T. and Smith, P.B (1987): The labelling of schizophrenics by professionals 
and lay-persons, British Journal o f Clinical Psychology, Vol. 26, pp. 311-312.
Rosenberg, S. and Gara, M.A. (1992): Disorders of self in schizophrenia, European 
Review o f Applied Psychology, Vol. 42 pp. 141-150.
Stryker, S. (1979): The profession: Comments from an interactionist’s perspective.
Sociological Focus, Vol. 12, pp. 175-186.
Vaughn, C.E. and Leff, J.P. (1976): The influence of family and social factors on the 
course of psychiatric illness: A comparison of schizophrenic and depressed neurotic 
patients. British Journal o f Psychiatry, Vo\. 129, pp. 125-137.
Warner, R., Taylor, D., Powers, M., and Hyman, J. (1989): Acceptance of the mental 
illness label by psychotic patients: Effects on functioning, American Journal o f 
Orthopsychiatry, Vol. 59, pp. 398-409.
Academic Dossier - essay 14
Yarden, P.E. and Raps, C.S. (1981): Identity alterations and prognosis in schizophrenia, 
British Journal o f Psychiatry, Vol. 138, pp. 495-497.
Academic dossier - essay 15
What is short-term psychotherapy and does it work?
Psychological therapy provided by the National Health Service in England is most often 
short-term in nature. However, practitioners have not yet been able to agree on a 
definition of short-term therapy. The disagreement mainly centres around duration of 
therapy and what types of clients this form of therapy is suitable for. Subsequently a lot 
of confusion exists amongst potential clients, students of psychology and psychotherapy, 
and existing professionals. In this essay I have attempted to clarify some of the existing 
confusion regarding short-term psychodynamic psychotherapy (STPP) as well as offered 
an evaluation of the effectiveness of STPP. The latter was based on the clinical 
experience I gained in a primary care setting. Finally, I have critically considered whether 
or not this type of therapy resembles a short form of classical psychoanalysis.
The kind of therapy Freud initially implemented was quite short in duration. He often 
saw them once a week for a few months (Freud, 1895) and he once claimed that the 
composer Gustav Mahler was cured of impotence after one four hour long session (Jones, 
1955). The length of classical psychoanalysis increased when Freud’s interest shifted 
from mainly symptom relief to transference interpretations (Koss and Shiang, 1986) and 
free association (Tosone, 1997). In 1937 he even concluded: ‘psychoanalytic therapy....is 
a lengthy business’ (p. 373). Following this development, any attempts by practitioners 
to shorten the duration of psychoanalysis were met with negative responses and seen as 
threats to the integrity of the psychoanalytic community (Tosone, 1997).
Ferenczi, who has often been characterised as STPP’s forerunner (Tosone, 1997), was 
met with sharp critiques when he publicly announced his concerns regarding the 
increasing length of therapy, the therapist’s passivity in the sessions and the limitations of 
free association (Ferenczi, 1920/1926). His own therapeutic innovations were mostly 
concerned with the therapist’s activity level. Although he never abandoned the view that 
interpretations as interventions were powerful in influencing the clients, both cognitively 
and behaviourally, he disagreed with the claim that an active therapist would prevent
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uncovering unconscious material This thought was controversial and led to a 
disagreement with Freud at the time (Tosone, 1997), but is today the cornerstone of any 
STPP. Ferenczi, together with Rank (1925/1986), emphasised the importance of time- 
limited therapy, which meant that transference issues would have to be evoked in the 
sessions. This enabled the therapist to provide the client with corrective emotional 
experiences (Tosone, 1997) and to reverse the client’s regressive attitudes (Magnavita, 
1993). However, it is important to be aware that this ‘active technique’ was only used by 
Ferenczi when classical analysis failed. He also believed that for analysis to be effective 
it would have to be an emotional process rather than an intellectual experience of gaining 
insight into oneself (Magnavita, 1993). The emphasis on the corrective emotional 
experience through the transference relationship was further developed by Alexander and 
French (1946) and Alexander later wrote: ‘the same type of conflict is exposed to an 
adult ego and not to the infantile weak ego. In other words, a stronger ego is exposed to a 
weaker conflict’ (1954, p. 690). This, they held, needed a more individual approach than 
classical psychoanalysis, because the transference is manipulated to best meet each 
client’s goals and needs (Tosone, 1997).
At this point in time short-term therapy had become more accepted as a result of 
developments within crisis interventions, which were needed to treat soldiers suffering 
war-time trauma (Koss and Shiang, 1986). Several contemporary practitioners worked on 
developing STPP approaches independently of each other, as a result of the increased 
demand for psychological help among the population due to long waiting-lists in the out­
patient clinics.
Mann’s (1973) response was a time-limited therapy dealing with pre-oedipal issues like 
attachment and separation. He only offered clients 12 sessions, and the therapy focused 
on dealing with termination issues at an early stage. The nature of therapy naturally 
excluded clients who would find it difficult to overcome resistance (Magnavita, 1993). 
He would also not treat clients who suffered from obsessive-compulsive disorder, 
schizophrenia, bipolar affective disorder, schizoid and borderline personality disorders
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because he believed these clients needed longer term interventions (Demos and Prout, 
1993). However, Mann believed the treatment was ideal for people in transitional periods 
of life, because the therapy would resonate previous difficulties in separating from the 
mother (Burke, White and Havens, 1979). Furthermore, Mann also required his clients to 
possess a certain degree of ego strength and ‘a capacity for...rapid affective involvement 
and equally rapid disengagement - a measure of the capacity to tolerate loss’ (1991, p. 
19).
In therapy, Mann emphasised empathie understanding and was concerned with present 
day problems and the client’s ‘felt pain’ (Burke et al., 1979). Further, he adhered to the 
‘active technique’ (Ferenczi, 1920) and enforced termination (Ferenczi and Rank, 1925). 
The therapeutic outcome was evaluated in terms of how the client mastered the evoked 
separation issues (Demos and Prout, 1993).
A contemporary practitioner of Mann was Sifneos (1973). He developed a form of 
therapy which was especially designed to deal with oedipal conflicts (Magnavita, 1993). 
Despite that, he also found this form of therapy useful with clients suffering from 
pathology stemming from the pre-oedipal phase (Demos and Prout, 1993). Similarly to 
Mann, Sifneos also used a set of strict selection criteria: Ability to formulate a main 
complaint; evidence of previous mature object relations; capacity of flexibility and affect; 
above average intelligence; psychological sophistication; and motivation for 
psychological change. These strict criteria consequently excluded clients who were 
suffering from more severe neurotic disorders (Magnavita, 1993) like, ‘narcissism, 
passivity, dependence, sadomasochism and acting-out tendencies’ (Sifneos, 1972, p. 142).
Prior to starting therapy, Sifneos would agree on a therapeutic focus with each client. He 
claimed to not enforced time-limit on the therapy, although no clients were seen for more 
than 20 sessions (Flegenheimer, 1982). The therapeutic focus was used to raise the 
client’s anxiety, and the responses to the aroused anxiety were subsequently subjected to 
transference interpretations of their defences, highlighting the active defence mechanisms
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(Magnavita, 1993). The therapy was also seen as educational, and would instruct clients 
about themselves and teach them new coping mechanisms (Demos and Prout, 1993). 
Therapeutic outcomes were evaluated in terms of behaviour change, or the adaptation of 
more constructive coping responses to the presenting problems.
A third contemporary practitioner was Davanloo and he developed a STPP that was 
applicable to a broader range of clients. Davanloo’s aim was to explain the unconscious 
mental processes by unlocking them through clarifying and confronting the clients’ 
defence systems (Davanloo, 1988b). Clients were selected through ‘trial therapy’, where 
detailed evaluations of their psychological mindedness, intelligence, responses to 
interpretations, quality of relations, handling of affect and defensive organisation were 
carried out (Demos and Prout, 1993). If a client possessed the desirable qualities therapy 
was made available. Exclusion criteria were previous psychosis, paranoia, poor impulse 
control and serious suicidal attempts (Magnavita, 1993).
The number of sessions Davanloo would offer his clients depended on their 
psychopathology, and could therefore range from 5 to 40 sessions. Furthermore, like 
Sifneos, Davanloo agreed on a focal issue with each client before starting therapy. His 
approach to STPP was considered to be most similar to classical psychoanalysis because 
it advocated stimulation of emotions through extensive use of transference interpretations 
and persistent challenges to the client’s defences (Tosone, 1997). In addition, the 
therapist would remain neutral and would not give advice (Demos and Prout, 1993). 
Evaluation of therapeutic outcomes were carried out by investigating the structural 
changes in each client, highlighting the need for the therapist to be constantly alert to 
whether or not such structural changes occurred (Demos and Prout, 1993).
A fourth contemporary practitioner was Malan. His major contribution to STPP has been 
mainly related to the scientific validation of therapeutic processes and outcomes (Malan, 
1963; 1976). Through his research he developed a set of criteria that would assess 
clients’ suitability for STPP. He advocated that a thorough history of the client was
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needed, and that this would reveal the clients’ abilities and motivation to insight-oriented 
work and their previous and current object relations (Demos and Prout, 1993). He also 
identified transference interpretations linked to childhood and working through the 
termination of therapy as the most important factors of the therapeutic process and long­
term positive therapeutic outcome (Magnavita, 1993). Malan initially advocated his own 
form of STPP but has today abandoned this and writes in favour of Davanloo’s approach 
(Magnavita, 1993).
This short summary of the most influential STPP approaches has indicated their 
similarities and differences, strengthening the possible confusion in the population 
regarding what STPP really is. More specifically the differences in selection criteria may 
add to the confusion amongst referring professionals, and additional difficulties may arise 
when determining what would exclude a client from receiving STPP. The controversy 
regarding these issues has been closely tied to the definition of STPP in terms of duration, 
which has been shown to be highly variable. Although a unified definition has not yet 
been put forward, Koss and Shiang (1986) hold that most practitioners agree that STPP 
ought to be limited to a maximum of 25 sessions. However, the aforementioned 
practitioners did agree that therapy ought to have a specific focus, which needed to be 
adhered to throughout the course of therapy. They also emphasised that it was the 
therapist’s task to ensure that the focus was kept through using the techniques of ‘selected 
attention’ (Malan, 1963) and ‘benign neglect’ (Pumpian-Mindlin, 1953). Further, they 
also agreed that for therapy to progress, a high level of therapist activity is necessary and 
that positive therapeutic outcome is associated with addressing termination at an early 
stage in the therapeutic process (Koss and Shiang, 1986).
Furthermore, practitioners of STPP claim that trainees and inexperienced therapists 
should not implement STPP because of potential difficulties in establishing a focal issue 
and/or lacking in skills maintaining the agreed focus (Mann and Goldman, 1982). 
Additionally, due to the active stance of the therapist, therapy often moves quite quickly
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and hence new psychodynamic formulations would have to be made both swiftly and with 
ease. These skills usually take time to develop (Bloom, 1992).
I believe experiences from my own clinical work support the above arguments. My 
clinical experience was obtained in a primary care setting where clients were offered a 
course of 12 weekly sessions. This would indicate how important it was for me to be able 
to provide focal therapy. However, I found this difficult because of the wide variety of 
clients that were referred to the service. My first task was therefore to assess whether or 
not clients were suitable for STPP according to the set criteria, which included ability for 
insight and willingness to change psychologically. Being a trainee therapist without 
much clinical experience, I found it rather difficult to ascertain whether or not a client 
was suitable for STPP. In this respect supervision proved to be critical. Supervision 
enabled me to discuss client suitability and it helped in establishing a focal issue. 
However, I did find that this process could be quite convoluted and confusing due to the 
often complex histories clients present with. Therefore, I attempted to discuss potential 
focal issues in supervision prior to discussing these with the client. Supervision was not 
as helpful as it could have been in relation to the latter issue because my supervisor did 
not implement focal therapy herself, although she advised to me to implement it. As a 
result, I developed an understanding that clinical experience was essential in order to 
enable me to piece together a focus from the information provided by the client, and then 
to link this to the client’s previous experiences. Moreover, since the service only offered 
clients 12 sessions, the development of a psychodynamic formulation ought to occur 
within the assessment session, a task I found very difficult to execute without having 
discussed the client in supervision. Further, following the start of therapy, I often found it 
hard to attend fully to the clients, whilst at the same time accommodate the information 
and determine whether my psychodynamic formulations needed to be changed. 
Coincidentally, I had to determine whether or not to intervene and interpret material 
offered by the client, and when it would be appropriate to do so. At the time of writing, I 
had been preparing to terminate therapy with a client, a process I found particularly 
difficult. One reason for this was, I believe, that supervision did not prepare me
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sufficiently to adequately deal with ending issues. An additional reason was, I think, that 
all the aforementioned issues would have been easier to deal with if I had had somewhat 
more clinical experience before starting to conduct STPP. I would therefore support 
Mann and Goldman’s statement: ‘Time-limited psychotherapy is not for the beginning 
therapist; the best preparation for it is extensive experience in long-term psychotherapy so 
that one can gain a full appreciation for the unconscious functions of the mind, the ego 
defences, transference, and resistance. ... Even after a personal analysis...the therapist still 
requires the help of experienced supervisors to translate his personal experience into a 
therapeutic tool’ (1982, pp. 17-18).
Having highlighted what I felt my difficulties were at the time, I question how ethical it 
was for me to actually implement STPP at that stage of my training. I also wonder 
whether or not I gave my clients the help they deserved, and whether or not I did justice 
to STPP. These doubts were emphasised by the fact that I sometimes had to take on 
clients who strictly speaking did not meet the selection criteria. Despite all the above 
criticism I did gain some good experiences with STPP. These were often related to 
encounters with clients where the therapy was allowed start off more cognitive and/or 
supportive, and which became increasingly psychodynamic further into the process. This 
may suggest that the selection criteria for STPP might be too strict, of which an example 
could be the following client whose abilities surprised both me and my supervisor. She 
was a 56 year old lady with moderate learning difficulties. She conveyed a history of 
having been sexually abuse by several men. As the therapy progressed, she showed 
tremendous insight into the difficulties she was experiencing at the time. This insight 
appeared to develop from interpretations I made. She also exhibited an ability to focus on 
one chief complaint throughout the course of therapy without needing much assistance. 
This progress could have resulted from not adopting a strict psychodynamic approach to 
begin with, and from a gentle introduction of transference interpretations following the 
development of a working alliance. As a result I have come to agree with Alexander and 
French (1946) who emphasised the importance of the therapist being flexible in adapting 
interventions that would meet the requirements and needs of each individual client.
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However, on a more positive note, I feel the experience of STPP gave me an opportunity 
to gain valuable insights into psychoanalytic and psychodynamic psychology. In 
particular in understanding constructs like unconscious processes, defence mechanisms, 
interpretations, transference, counter-transference, projection, projective identification 
etc. These personal developments have, I believe, enabled me to provide therapy in a 
more sophisticated fashion. For example, the power of unconscious processes became 
quite evident in another client. She had been 15 minutes late for the last two sessions and 
announced that she wanted to ‘call therapy a day’. As the session progressed she worked 
through difficult issues concerning her partner and their relationship, issues that evidently 
caused her psychological pain. Towards the end of the session, she spoke of relief over 
having been able to express her sadness for the first time. I followed this statement by 
interpreting a possible link between her lateness and wish to end therapy, and the painful 
material she had worked through. At this point she appeared to gain some insight, and 
she was always on time for the following sessions, and premature termination of the 
therapy was not mentioned thereafter.
As a conclusion, I would like to bring the attention to whether STPP does justice to 
classical psychoanalysis by claiming a striking resemblance between the two. I would 
indeed agree that STPP therapists use techniques developed by classical psychoanalysts, 
but I also recognise several modifications of classical psychoanalytic techniques. STPP 
has also introduced very strict selection criteria, making the therapy unavailable to a 
significant proportion of mental health sufferers, who can only obtain help on the 
National Health Service. Moreover, STPP has abandoned the use of free association, 
instead the therapists take an active stance and help to identify a therapeutic focus for 
each client which would be strictly adhered to thereafter. Time-limited therapy was 
introduced by STPP in order to work through separation issues, which were seen as 
important in order to create changes in clients’ ego structures. The active therapist has 
been the modification which has caused most controversy (Demos and Prout, 1993). 
Furthermore, from the above, I would argue that STPP deviates from classical 
psychoanalysis on core aspects, which may add to the existing confusion and the
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controversy. This could potentially have been prevented by giving STPP a different name 
since psychoanalytic treatment is still offered to the general public. Although 
psychoanalytic treatment is offered on the NHS, Marmor (1989) pointed out that the 
classical psychoanalytic orientation probably will move toward STPP in the long-term 
future because there appears to be growing dissatisfaction with the traditional therapy 
form. At the time the main criticisms were its expensive and time-consuming nature. 
Most modern people have neither got the finances nor the time to undergo this type of 
therapy. Finally, it would therefore appear likely that both the public and the private 
sectors will lose interest in financing long-term treatments when new and more effective 
short-term treatments are constantly being developed. Short-term therapy is, and will 
probably continue to be, considered to deal with demand more efficiently, as well as 
being more cost-effective (Bloom, 1992). The implications for future practice would 
therefore be that short-term therapy is likely to be the treatment for the future and that it is 
a product of our time. This echoes Budman and Gurman’s 1981 statement: “short-term 
psychotherapy, and the sub-form, time-limited dynamic psychotherapy is a product of our 
time, and the developments that will occur in this area in the foreseeable future is a 
reflection of society’s current concerns: to evolve forms of treatment for specific
disorders that are efficient, cost-effective, and applicable to the largest number of 
patients” (p. 219).
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Aggression and the violent client: A psychoanalytic view 
Introduction
The following report outlines a brief summary of existing psychoanalytic theories of 
aggression and violenee. The application of a contemporary psychoanalytic view of 
aggression and violence is offered as an example of how this theory has enhanced my 
understanding of a violent client. Finally, the usefulness of this theory in clinical thinking 
and practice is also addressed.
Classical psychoanalytic theories of aggression
Freud mentioned aggression in his earliest writings, in which it was contextualised within 
his view of sadism. His first lengthy discussion of aggression was published in 1905 in 
Three Essays on the Theory o f Sexuality, where he considered it to be a sub-instinct 
within the sexual instinct. The importance of aggression for Freud increased as he 
developed the psychoanalytic theory and technique. Within contemporary schools of 
psychoanalytic thinking aggression still plays a significant part in any client analysis. 
However, differing beliefs revolving around the origin of human aggression have caused 
splits between the various psychoanalytic schools. As a result, a polarisation around the 
nature and nurture debate has emerged (Fonagy, Moran, & Target, 1993; Mitchell, 1993). 
The first split occurred between Freud and Adler in 1908. At the time Freud regarded 
aggression as provoked by frustration in pleasure seeking, whereas Adler proposed that 
aggression would be better understood if it was viewed as an autonomous drive. In 1920 
Freud reverted his view on aggression to resemble that of Adler’s. He published his new 
stance in Beyond the Pleasure Principle. He established aggression as a primary drive 
arising from the death instinct, and he believed it was endogenous, spontaneous and in 
need of regular discharge due to a continuously building internal pressure.
Freud’s view on aggression sparked off the development of several new theories of this 
emotion, of which three have had enduring impact. One line of theory was advocated by 
Hartmann, Kris, and Loewenstein (1949), and this was concordant with Freudian ego
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psychology. They upheld Freud’s view on the properties of aggression, yet they 
abolished the theory of the death instinct. Instead, they proposed that aggression was 
directed towards others rather than towards self through a death instinct.
Another pivotal theory was developed by Klein (1957). She embraced the concept of the 
death instinct and believed that aggression originated from this instinct. Further, she 
theorised that aggression was a consequence of persecutory fear aroused by the death 
instinct in early life, and that aggression would therefore be central in the development 
and formation of the infant’s intrapsychic structure.
Yet, other psychoanalysts viewed aggression as a response to environmental influences, 
where its aim was to protect the individual by eliminating or negating the potential 
external threat (Glasser, 1986). Paradoxically, this view has its basis in Freud’s earliest 
view on aggression. As aforementioned, Freud initially regarded aggression as a 
secondary reaction to a primary motivation (e.g. pleasure seeking), and could therefore be 
seen as a defence against hardship. Fonagy et al. (1993) wrote: “Most British 
Independent analysts see the life motive (libido) as having primacy over aggression and, 
therefore, infantile aggression as part of a healthy struggle to oppose pathological 
interactions.” All non-drive aggression theories can be said to be based within this 
argument, yet their explanations of the exhibited aggression may be very different. For 
example, Sullivan (1956) saw aggression as a reaction to anxiety that aroused feelings of 
profound helplessness, and Kohut (1977) explained aggression as a reaction to 
narcissistic threats. Furthermore, Fairbaim (1954) viewed aggression as a reaction to the 
object’s failure to recognise the infant’s dependency and need for gratification, and 
Winnicott (1965) explained aggression as the infant’s reaction to the anxiety aroused by 
the mother being absent for longer than the infant could keep her alive in its mind.
Aggression and the psychological self: A recent theory
A contemporary psychoanalytic theory of aggression has been put forward by Mitchell 
(1993) and Fonagy et al. (1995). They adopted a view where aggression was seen as
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innate, in the same way as libido, and that it was exhibited as a reaction to perceived 
threats to the psychological self. A distinction was made between the physical and 
psychological self (Fonagy et al., 1993). The physical self was defined as pre-reflective 
and thought to be present in a simple form from birth, but not fully developed until the 
age of six months. The psychological self was defined as the part of the human being that 
reflects upon own and others’ feelings, beliefs, intentions and desires (i.e. mental states). 
This part of the self was believed to develop in complexity over the first two years of an 
infant’s life. The maturation of the psychological self was thought to be dependent upon 
a shared understanding between the infant and the care-giver of both their mental states. 
The infant’s reflective capacity would develop in complexity through intersubjective 
processes with the care-giver. Hence, a shared understanding of mental states thus 
depended upon the care-giver’s abilities to; first recognise the infant’s mental states and 
second re-present these to the infant through physical actions that it would understand 
(social mirroring; Dennett, 1978). Therefore, if the care-giver’s abilities fell short of 
what was required for the infant’s psychological self to mature, the infant would perceive 
its psychological self to be under threat.
In circumstances where the care-giver had limited intersubjective abilities, the infant 
would often be deprived of a shared understanding of human mental states, and would 
therefore sustain a limited and fragile reflective capacity. Subsequently, any subjectively 
perceived threats to the fragile reflective self would be followed by intolerable levels of 
anxiety. The infant would thus produce defensive reactions against the anxiety aroused 
by inadequate social mirroring, and the most likely reactions were thought to be 
avoidance or aggression. It was thought that the aim of the defensive reactions was to 
eliminate or negate the threats by harming the object in order to preserve the self (Glasser, 
1986; Fonagy et al., 1993). The above would suggest a close relationship between 
aggression and anxiety.
However, Fonagy et al. (1993) contested the idea that aggression was an adaptive 
response that would be helpful in the long-term. They held that aggressive reactions to
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feared annihilation of the reflective self were only successful in the short-term, and that 
these would lead to a pathological link between aggression and self-expression in the 
long-term. Subsequently, the child would only be able to express him/herself through 
aggression. Furthermore, they proceeded to emphasise that aggression was not always 
benefiting the self, and that certain aggressive reactions could imply inadequate capacities 
to mentalise. In 1995, this theory was extended by Fonagy and Target to also serve as a 
possible explanation of self-harm, in which they argued that aggression towards self and 
towards others has the same underlying motives, which were wishes to attack one’s own 
or others’ thoughts.
Aggression and self-harm or suicide
According to Freud (1917), aggression could be turned against the self in circumstances 
where disappointment or a sense of loss was triggered by another person for whom strong 
ambivalent feelings were present. Such ambivalent feelings were thought established 
during the first few years of the child’s life, and could arise from the infant feeling 
threatened as a result of inadequate social mirroring. Inadequate social mirroring was 
thought to lead to insufficient differentiation between the child and its mother, and 
therefore inhibit the infant in establishing a secure sense of self with a reflective capacity. 
The object therefore became identified with a part or the whole of the child’s body. 
Furthermore, this could also result in the child fearing engulfment, as experiences of 
dependency and intimacy were perceived as threats to the fragile psychological self. 
Further, fears of abandonment could also co-exist with fears of engulfment. These fears 
were the results of all separations being perceived as rejections causing intense feelings of 
self-hatred (Schachter, 1995). Campbell (1995) went on to argue that a person who had 
suffered inadequate social mirroring found separations too painful to experience, and 
would therefore halt separation processes and develop a fantasy where s/he would merge 
with an idealised care-giver who would fulfil all her/his needs. However, whilst the 
person held onto the merging-fantasy, anxieties of annihilation were aroused which could 
lead the person to projecting the annihilating care-giver on to its own body. This process 
was labelled identification with the aggressor, and postulated to cause potential suicide
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attempts. Psychopathology of this nature was thus thought to indicate a need to re­
negotiate early conflicts in relation to differentiation, in order to prevent successful 
suicides. In circumstances where a suicide attempt was successful this would be 
interpreted as killing the dangerous care-giver whilst preserving the fantasy of merging 
with an idealised care-giver (Maltsberger & Buie, 1980).
According to Glasser (1986; 1995; 1998), the aforementioned can be labelled self­
preservative violence, and he argued that self-preservative violence was the inevitable 
response to any threat to a person’s psychological status or integrity. Therefore attempted 
and successful suicides could be seen as examples of such responses. In addition, Fonagy 
and Target suggested that self-harm, i.e. aggression directed toward the self, could reflect 
an inadequate capacity to mentalise. They went on to argue that “self-cutting, may be 
seen as an attempt to blot out intolerable thoughts or images in the patient’s own mind” 
(1995, p. 489).
The above would suggest that suicide and self-harm may be results of early conflicts, and 
particularly conflicts related to the intersubjective processes involved in social mirroring 
in the early infant-care-giver relationship (e.g. Winnicott, 1965). However, it was also 
believed that the results of such conflicts could be lessened by the presence of a third 
person, providing this person was capable of offering the infant the necessary experiences 
it needed with regards to the processes of social mirroring and differentiation from the 
care-giver. This could be seen as a reason why psychoanalytic theories have emphasised 
the role of a second care-giver, usually the father, in the separation process from the 
primary care-giver, usually the mother. The second care-giver can thus be seen as helping 
and supporting the primary care-giver in the sometimes painful separation process, thus 
allowing the infant’s individuation and maturational processes to proceed. Obviously, the 
child would suffer deprivation as outlined above if the second care-giver lacked the 
abilities needed to enhance the development of a shared understanding of mental states.
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The following case illustration has been intended to describe some of the theoretical 
points made in the brief outline of psychoanalytic theories of aggression.
Case illustration
Ms M (40) was referred for psychotherapy, by her community psychiatric nurse, as she 
was feeling very depressed and suicidal. She reported that she had been subjected to 
weekly sexual abuse as a child by two different men. One abused her when she was 
between five and seven years of age and the other when she was between nine and eleven 
years old. The abuse took place while she was at boarding school. The memories of the 
abuse had started to haunt her more frequently following a sexual assault which happened 
three years ago. She was concerned that she would lose her job if her mental state did not 
improve, as she found it increasingly difficult to concentrate on work tasks. Ms M was 
profoundly deaf, a disability she had had since she contracted measles at the age of one 
year. Furthermore, she also felt that her deafness was partly causing her low mood. She 
also held a firm belief that she would not have been subjected to any of her adverse past 
experiences if her hearing had been intact.
Adding to Ms M’s distress was her increasingly difficult relationship with her autistic 
son, aged 9 years. She felt she was a bad mother since she could not cope with him at 
home. He therefore lived locally with Ms M’s mother. Following the birth of her son, 
Ms M had had three intended abortions due to fears of giving birth to another autistic 
child.
Ms M believed that she had become much more aggressive and paranoid following the 
sexual assault. She found herself less able to deal with people in public, and she would 
physically push people away if she felt they were too close. Further, she reported having 
hit children who she believed were making fun of her and her son. Moreover, she 
invariably reported feeling that her work colleagues disliked her because of her deafness. 
In addition, she believed the police were making fun of her, because they knew the nature 
of the abuse she had suffered. She was also questioning my intentions, and feared that I
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would let her down. Subsequent to telling me about these feelings, she realised that she 
actually did not know what others were thinking or feeling most of the time, and that her 
thoughts could be wrong. In this way, Ms M gave me an early indication that her 
understanding of the mental states of herself and others was limited. This was also 
repeatedly played out in the transference.
Although, Ms M did appreciate the therapeutic help she was offered, she continued to 
harm herself and to intermittently threaten to commit suicide. These threats were more 
intense around stressful periods, like when she gave statements about the abuse to the 
police, when her son missed his grandmother whilst staying overnight with her, when I 
took my holidays, etc. During the course of therapy Ms M told me of the almost 
compulsive self-denigration and self-punishment she had incorporated into her life. She 
reported harming her internal (by stabbing) and external (by cutting) vagina several times 
a week. She revealed these behaviours early on in the treatment, suggesting that she was 
testing me in order to establish whether or not I would reject her. I put this thought to her 
in an interpretation which she appeared to half-heartedly accept. However, it indicated 
that she was able to hold on to some of the empathy and compassion that was offered to 
her within the therapeutic setting. Yet, the hatred that emerged within her after this 
interpretation was quite powerful, and she expressed how she felt about all the people 
who had let her down in the past, this reaction suggested that she felt somewhat 
threatened by my empathy. Ms M reacted to this threat by becoming aggressive in an 
attempt to negate the perceived threat (me), and she did this in an attempt to preserve her 
fragile sense of self. In the following session she reported that she harmed herself badly 
after the last session. This suggested that Ms M turned her aggression towards herself, in 
an attempt to rid herself of her threatening thoughts. Another explanation of Ms M’s self- 
harm behaviours could be that they were desperate attempts to achieve control over 
murderous rage and guilt. Further into the treatment Ms M verbalised a terrifying fear 
she had, which was that she would physically hurt me, and she feared she would not be 
able to control her anger. This could be interpreted as an attempt to try and control me in 
a sado-masochistic way, and that she could only feel in control and safe from herself by
Academic dossier - essay 33
seeing fear in the object’s (my) eyes (Glasser, 1998). This explanation would also be 
compatible with her overt aggression in public.
Later in the process of therapy, Ms M conveyed fears over going ‘mad’ and she reported 
experiencing intrusive thoughts more frequently. In addition, she told me she felt like a 
‘freak’. Just talking about the fears would heighten anxiety to such an extent that her 
accounts occasionally became confusing and incoherent. She responded to my 
recognitions of her fears by ignoring my empathie comments and attack professionals and 
complain about their incompetencies. The devaluation of help could be interpreted as a 
fear of being trapped in an engulfing relationship, where the other was recognised as an 
object of significance.
Ms M controlled her anxiety between sessions by drinking heavily, and self-medicating 
on sleeping-tablets and anti-depressants, yet she always let me know of her actions. As a 
result, I had to contain much of Ms M’s and my own anxieties, which was sometimes 
quite difficult. In this therapy encounter containment was seen as the most important 
therapeutic technique, despite the potential risk of suicide. I hoped Ms M would be able 
to introject some of the hope I carried for her. I also hoped she would sense some of this 
hope by me keeping a calm and rational demeanour, in spite of her extreme emotional 
distress.
It should also be noted that Ms M never had a present father, and that her mother 
appeared to have poor reflective abilities, which would suggest that Ms M was deprived 
of adequate social mirroring. Since Ms M’s father was absent, he could not assist Ms M 
in developing a shared understanding of mental states. This could have lead Ms M to 
develop aggression as a defence of her fragile psychological self. Ms M might also have 
identified the bad object (her mother and other care-givers) with her body, especially with 
her vaginal parts, which thus have become the targets for her aggression. Her past suicide 
attempts could also be thought of in terms of wanting to kill the bad object that had been
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identified with the body, enabling the survival of the fantasy in which she would merge 
with the idealised mother, who would fulfil all her needs.
Usefulness of the applied theory in clinical thinking and practice
I believe that psychoanalytic therapy could facilitate the re-negotiation of early conflicts 
in some circumstances. Its therapeutic frame could serve as a containing space where the 
therapist and the client could tolerate and think together about the client’s emotional 
experiences. Clients who, as a result of early deprivation, have sustained fragile 
psychological selves will often fear being trapped in a dyadic relationship. This would 
suggest that the analytic environment would be unsuitable for these clients. Yet, I believe 
that successful therapeutic outcomes with clients suffering psychopathology of this nature 
depend on the therapists’ abilities to contain the clients’ anxieties and aggressions 
aroused by the perceived threats to their psychological selves. This would imply that re­
negotiation of early conflicts would be best achieved through providing a holding 
environment where containment of anxiety and aggression was the main intervention. 
The psychoanalytic views of aggression that influenced my clinical practice the most 
were those that accounted for interpersonal as well as intrapsychic processes. I have 
found it difficult to understand how aggression, turned inward and/or outward, could be 
resolved in a therapeutic relationship if it was an inherent autonomous drive.
My own clinical experience, and particularly the client in the case illustration, has taught 
me a lot about containing anxiety, the need to be aware of clients’ projections, the effects 
of projective identifications, and the need to attend to transference and 
countertransference issues. I must admit that I did not always find it easy to be in a 
therapeutic relationship with Ms M, and she occasionally aroused hate in the 
countertransference. I was able to discuss my own reactions in supervision and in 
personal therapy which was essential for my ‘survival’ in the therapeutic relationship, as I 
often felt ‘attacked’ or ‘killed’ by Ms M. I believe these feelings stemmed from the 
projective identification with Ms M’s fears of engulfment and abandonment, which 
resulted in suicide attempts to allow the merger-fantasy to survive. Another explanation
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could be that Ms M actually wanted to kill me because I was a threat to her feelings of 
omnipotence. The application of psychodynamic theories of aggression guided my 
thought processes and therapeutic interventions tremendously in the case of Ms M.
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The role of object relation theory in my work as an integrating 
counselling psychology trainee
In my experience as a counselling psychology trainee I have encountered many different 
methods of working therapeutically with clients. Some of the approaches have had more 
clinical value than others. Yet, they have all contributed to my understanding of clients’ 
internal processes and the external processes’ impact have on presenting difficulties. 
Further, I have gained valuable insights into how to interpret my own reactions as a 
therapist, and the interactional processes within the therapeutic relationship. The 
approach I found most useful, and also most difficult to understand, was object relation 
theory. In this paper I have outlined my understanding of the object relation paradigm, 
based on different object relation theorists. I have also explained the concepts which I 
have found useful in guiding therapeutic interventions. The latter part of the paper has 
been dedicated to how this approach has assisted me in working integratively.
From a therapeutic perspective the object relation paradigm was the most influential in 
my practice as a counselling psychologist. It offered me insights into the importance of 
early relationships and how these experiences form templates for later relationship 
patterns. Kleinian theory was pivotal in the development of my understanding of how 
internal processes work within an infant, and further, how arrested internal processes can 
cause psychopathology in later life. Klein’s (1946) theory of the life and death instincts 
was valuable in understanding how the intrapsychic domain was affected by internally 
derived emotions. According to Klein, the infant was bom with variable degrees of life 
and death instincts, echoing the dichotomous thinking of the infant that objects were 
either good or bad. In the infant’s mind an object was good if it met its needs, and bad if 
its needs were not satisfied. Further, Klein argued that destructive wishes and aggression 
derive from dissatisfaction, which subsequently would become unbearable for the infant. 
As a defence the infant would thus project these feelings into a fantasised part-object, the 
mother’s breast. This breast was then perceived by the infant as bad and persecutory, and 
the infant’s level of hate and hostility towards the part-object dominated this stage in the
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infant’s life. Klein called this position the paranoid-schizoid position because feelings of 
persecution prevailed. Further, as a result of these feelings the infant would withdraw 
emotionally in fear of annihilation and counterattack.
Therapists often identify with the client’s projected feelings. This process was 
acknowledged as an important non-verbal communication of what clients were feeling, 
and as an indicator of severity of psychopathology. Projective identification (Klein, 
1946), a primitive defence mechanism, was closely associated with the paranoid-schizoid 
position. Noticing this defence mechanism was seen as important because it would 
enable the therapist to hypothesise about early deprivation and internalised objects. Such 
information could inform the formulation and future interventions. I found the 
understanding of projective identification particularly useful whilst treating a 28 year old 
woman, who switched between devaluing and idealising me as her therapist. Her history 
revealed incest, and she portrayed her mother as preoccupied with her own psychological 
problems. The therapy centred on enabling her to view people in a more differentiated 
way, which aroused tremendous anxieties in her. She also found developing trust in 
others hard, which was not surprising as she had been abused by the very people she 
trusted. These experiences would indicate that her early relationships had been deprived 
in various ways.
According to Klein, another important feature of the paranoid-schizoid position was the 
infant’s apparent inability to internalise a good part-object. This may be due to poorly 
developed cognitive functions (e.g. Piaget, 1953) and/or the level of aroused hostility and 
hatred in the infant. However, the infant would be enabled to start internalising loving 
and caring part-objects through satisfying interpersonal experiences. Further, this process 
was aided by the internally derived life-instinct which was also nurtured by good 
experiences. During this process the infant began to internalise ambivalence and to 
consolidate part-objects into whole objects. Ambivalence was seen as the integration of 
both good and bad object experiences, and this process would end in the depressive 
position. In the depressive position, objects are neither idealised (good) nor devalued
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(bad), but rather seen as good enough. The main aim of therapy with clients who exhibit 
psychopathology characteristic of the paranoid-schizoid position ought to be assisting 
them to move towards the depressive position by learning to tolerate ambivalence and 
uncertainty.
Klein’s notion of being ‘good enough’ overlapped with Winnicott’s contributions to the 
object relation paradigm. Contrary to Klein, Winnicott saw the symptoms of the 
paranoid-schizoid position as resulting from the mother’s failure to adapt to the infant in 
the separation process. The infant therefore developed a false self to protect the 
vulnerable true self (Winnicott, 1965). Winnicott believed that the infant saw itself as 
being one with the mother at birth, and that its psychological development was dependent 
upon whether or not the separation process was successful. According to Winnicott, 
successful separation happened when the infant had internalised a mother who was 
responsive yet not intrusive and overindulgent, but who did just enough to satisfy its 
needs. This process was believed aided by the presence of the father, who assisted the 
infant in becoming free. By this Winnicott emphasised the relational, and not the 
libidinal, aspect of early psychological development (Symington, 1990). A closely 
related product to ‘the good enough mother’ was Bion’s concept of containment (1978). 
Bion defined containment as the mother’s ability to first projectively identify with the 
infants unbearable feelings and second to project these feelings back into the infant in 
bearable chunks. The mother’s role was to ‘hold onto’ the feelings and metabolise them, 
or in other words, make them more benign to the infant. In instances where the mother 
was not able to carry out this process the infant developed coping strategies/defence 
mechanisms to protect itself against internal and external threats. In treatments of clients 
exhibiting psychopathology of this nature the therapist’s role was thought to be ‘the good 
enough mother’. ‘Good enough’ can be communicated by being reliable and caring, yet 
keeping boundaries and respond to appropriate and inappropriate client behaviour in a 
consistent manner. In my view one therapist-role would be to contain the clients’ 
anxieties and unbearable feelings, and to help them to introject these when the 
corresponding issues have been worked through. This aspect of therapy could potentially
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cause great difficulties for therapists because the power of projected feelings may lead to 
therapist-distress. In such instances the projected feelings have interfered with the 
therapist’s emotional material. Henceforth, the emphasis on regular supervision and 
personal therapy.
As aforementioned, since Klein, greater emphasis has been attributed to the effects of 
interpersonal interaction on psychological development, which for me as a practitioner, 
made the approach attractive as a framework from which to understand client difficulties. 
Another interpersonal stance that, for me, proved to have clinical value was Bowlby’s 
attachment theory (1988). His theory further aided my therapeutic practice by enabling 
me to recognise interpersonal patterns played out within the therapeutic relationship. The 
difference between most object relation theorists and Bowlby was his advocation of 
external, as opposed to internal, processes as pivotal in the development of a healthy or 
pathological psyche. Attachment theory was based on the belief that infants were object- 
seeking, a behaviour developed through evolution in order to preserve the self (Suttie, 
1935). Bowlby thought the quality of the emotional bond that developed between the 
infant and the mother determined future patterns of interpersonal relationships. Any 
behaviour on the mother’s part that threatened the infant’s feeling of safety and security 
would trigger infant-behaviours which sought to prevent separation and to promote 
proximity. According to Bowlby, the infant learned, based on the mother’s responses, 
what behaviours were necessary to maintain feeling safe and secure. Based on its early 
interpersonal experiences, the infant would form an internal working model which would 
promote self-preservation (Holmes, 1993). Bowlby differentiated between secure and 
insecure attachments. Secure attachments were developed between the infant and the 
mother when the emotional bond served as a Tife-line’, and when the mother became a 
secure base from which the infant could explore the unknown environment. He identified 
there three groups of insecure attachments, but their commonality was a malfunctioning 
emotional bond. This malfunction prevented the infant from exploring and promoted 
preoccupation with developing and maintaining protective coping strategies. This line of 
thought was similar to that of Fairbaim, who saw human beings as having a desire for
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emotional contact. According to Fairbaim, emotional growth was dependent upon 
whether or not a reciprocal love-relationship existed between the infant and the 
significant others. If either were violated the infant experienced a traumatic 
disappointment and split the ego. It then entered a schizoid situation as a defence 
against the rejection (Fairbaim, 1952). Fairbaim thus saw cathexis in therapy as the 
integration of a split ego. An exdmple of which could be the therapy process with a 25 
year old woman who had suffered long-standing depression. She used the therapeutic 
relationship to explore the effects her mother’s emotional rejection had had on her 
psychological development. She was eventually able to accept her feeling of loss, and her 
relationship with her mother improved somewhat. Seen from Bowlby’s viewpoint this 
client used the therapeutic setting as a secure base from which she explored her 
difficulties. Subsequently the maladaptive relationship with her mother was altered in the 
light of the positive experiences she gained within the therapeutic relationship (Bowlby,
1988).
The focus on the developing therapeutic relationship made me, as a practitioner, 
thoroughly examine both the atmosphere in the consulting room and my own feelings 
towards the client. Information of this nature offered insights into both intra- and 
interpsychic processes, which may shed light on qualities of early and current 
relationships, intemalised objects or intemal working models (Bowlby, 1981), and 
operative defence mechanisms. The parallel to this in cognitive theory and therapy would 
be the development of basic assumptions and schemas, after which we would conduct our 
lives, and develop strategies that would enable us to cope with how we view ourselves 
and the world (Beck, Rush, Shaw, and Emry, 1979). Historically, there used to be a wide 
gap between cognitive and psychoanalytic theories, but cognitive practitioners who focus 
on working with clients’ schemas have built bridges between the two models (e.g. Young, 
1990; Padesky, 1994). The emphasis in schema focused therapy has been put on the 
importance of early experiences and the therapeutic relationship. First therapy would 
challenge the client’s negative automatic thoughts and basic assumptions and, second the 
underlying schemas would be explored and altered through guided discovery. It would
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appear that schema focused therapy and object relation therapy have much in common, 
but they use different vocabularies in explaining aetiology and intervention. These 
commonalties have undoubtedly assisted my understanding of cognitive paradigm. 
Henceforth, the most challenging part in learning this approach was to develop the 
necessary therapeutic skills, rather than to learn how to formulate and plan therapeutic 
interventions. This discussion is beyond the scope of this paper, but is instead addressed 
in the final clinical paper.
Empirical research into therapeutic practice was pioneered by Rogers et al. (1951), and 
they inspired sceptics of psychoanalytic therapy to develop alternative therapy methods 
(e.g. Beck, 1976). Within the psychoanalytic field Bowlby made empirical research an 
integral part of his theory innovation, a move which was met with sharp criticism by the 
psychoanalytic society. Today most therapeutic work carried out within the National 
Health Service is guided by research findings, which has taught me to search for 
therapeutic methods that have proved effective in treating particular psychological 
complaints. I have found this particularly useful when therapy has been time-limited. 
Yet, the factor that has repeatedly carried most of the variance in outcome research has 
been the quality of the therapeutic relationship. A meta-analysis of the therapeutic 
relationship research carried out by Horvath and Symond (1991) concluded that it was the 
best predictor of therapeutic outcome and the most important non-specific variable in 
creating therapeutic change. Thus, it would appear that emphasis ought to put on 
developing positive therapeutic relationships with clients rather than on implementing a 
therapeutic technique. The ‘core conditions’ (Rogers, 1957) have been hypothesised to 
facilitate the development of positive therapeutic relationship. Furthermore, the 
developmental phase of the therapeutic relationship could also be useful in assessing the 
client’s needs and to hypothesise about what type of therapeutic relationship that would 
best meet the client’s needs (Clarkson, 1996).
In conclusion, the object relation paradigm has influenced my understanding of internal 
and interpersonal processes, and how these affect human psychological development.
Academic dossier - essay 44
Furthermore, this approach has facilitated my understanding of other therapeutic 
approaches, as well as stimulated further development and consolidation of my own view 
of psychological theory, therapy and research. The object relation approach has also 
provided me with insights into the importance of analysing my own emotional responses 
to interpsychic processes within the therapeutic relationship, and how this information 
could potentially enhance my understanding of the client’s difficulties. 
Countertransference feelings therefore highlight the importance of consistent and regular 
supervision as well as personal therapy, within where issues relating to client material can 
be explored and resolved, preventing the therapeutic encounter being harmful to both the 
client and the therapist.
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Introduction
The Therapeutic Practice Dossier is related to work carried out during the three years of 
clinical placements. It contains a description of placements undertaken in a primary care 
setting, in a psychotherapy clinic, and in an in-patient therapy team, as well as an essay 
discussing the process of becoming an integrative counselling psychology practitioner.
Details of clients studies, process reports, placement logbooks and supervisors’ reports 
pertaining to this dossier are available to the examiners in a separate, confidential 
appendix. Due to the confidential nature of the material contained in this appendix, it is 
not available for public access.
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Year one placement: Primary care services
My first year placement was within primary care services in an inner London NHS Trust. 
The primary care services provided primary health care to adults between 17 and 70 years 
of age in the local communities. This care was delivered in GP practices.
The professionals involved in the primary care services included clinical psychologists, 
counselling psychologists, psychotherapists and counsellors with different specialities and 
theoretical orientations. Each professional in the primary care services was attached to 
one or more of the local GP practices, where referrals were recived from GPs, practice 
nurses and health visitors.
Individual supervision was offered on a weekly basis, and emphasised developing an 
understanding of psychodynamic concepts, interventions and techniques.
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Year two placement: Psychotherapy clinic
My second year placement was at an NHS run psychotherapy clinic which was based in 
an inner London area. The clinic had an adult department offering focal (three months), 
short-term (six months) and long-term (up to two years) psychotherapy to adults between 
18 and 65 years. The psychotherapy provided took the form of individual, couple, family 
and group therapy.
The adult department consisted of consultant psychotherapists (who specialised in 
individual, couple and group analysis) who were both medically and non-medically 
trained, psychoanalytic psychotherapists, and art psychotherapists.
Individual supervision was provided by a non-medical consultant psychotherapist. The 
orientation of the supervision sessions were psychoanalytic/psychodynamic.
The psychotherapy clinic also had a child and family department, who offered focal (three 
months), short-term (six-months) and long-term (up to two years) psychotherapy to 
children up to 16 years and their families. The psychotherapy provided took the form of 
individual and family therapy. I took part in one family therapy session a week.
The child and family department consisted of consultant child psychiatrists, child 
psychotherapists, clinical psychologists and art psychotherapists. The professionals 
therapeutic orientations varied from psychoanalytic/psychodynamic, to cognitive- 
behavioural to systemic.
The child and family department had a walk-in service for young people between 15 and 
23 years of age, in which I was involved three hours per week. This service offered brief 
therapy (four sessions). The service consisted of child psychotherapists, who supervised 
in a psychoanalytic/psychodynamic manner.
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NSPCC (National Society for Protection of Cruelty against Children) had an assessment 
project based at the clinic, and staff from both the adult, and child and family departments 
were involved in working with the NSPCC. I had observational opportunities within the 
assessment project.
Finally, the clinic was a training institution, thus having many trainees from different 
training courses (clinical psychology, counselling psychology, child psychotherapy, adult 
psychotherapy, group psychotherapists, senior house officers and specialist registrars), 
and was therefore emphasising participation in weekly workshops. These were lead by 
experienced clinicians from both departments. The workshops that were run were: focal 
therapy workshop, group therapy workshop, assessment workshop, adolescent workshop, 
borderline workshop, and parental mental health workshop. I took part in the adolescent 
and borderline workshops.
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Year three placement: In-patient therapy team and 
psychotherapy clinic
The team was based at an NHS run psychiatric hospital on the boarder of greater 
London. The team provided individual and group therapy to in-patients on four acute 
psychiatric wards, and consisted of a consultant clinical psychologist, a chartered 
counselling psychologist, an assistant psychologist, an occupational therapist, a 
psychiatric nurse and a nursing assistant. Referrals to the team were made by the 
patients’ consultant psychiatrists, senior house officers, or named nurses. The patients 
who were referred for psychological therapy suffered from a variety of mental health 
issues. The most frequent referrals were for anxiety, depression, panic attack, anger 
management, personality disorders, addiction, obsessive-compulsive disorder, 
psychosis and schizophrenia. Due to the range of psychopathology the patients 
suffered, a variety of therapeutic techniques were implemented, depending on their 
efficacy with the psychopathology in question. Supportive therapy, short-term 
psychodynamic therapy, cognitive-behavioural therapy, relaxation, ego consolidation 
therapy and behavioural programmes were most frequently implemented. The 
patients were seen up to three times per week, and the length of the sessions varied 
from 10 to 50 minutes, depending on the severity of each patient’s psychopathology. 
The group therapies included; social support, social skill, relaxation, anxiety 
management and pre-discharge.
Individual and group supervision was provided, and the orientation of the supervision 
was integrative.
I extended my second year placement into my third year of training, in order to get the 
experience of having one client in long-term treatment. This client was seen in the 
adult department of the psychotherapy clinic previously described. Individual 
supervision was provided by a non-medical consultant psychotherapist, and the 
orientation was psychoanalytic/psychodynamic.
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On becoming an integrative practitioner 
Introduction
The theoretical, practical, and research experiences that I have gained through being a 
counselling psychology trainee have been thorough. By this I mean that different 
psychological theories have been taught and practised on placements, as well as having 
learnt a variety of research methods both in theory and practice. My understanding and 
appreciation of the use of theory and research in therapeutic practice have grown as my 
training has progressed. However, the problems associated with such applications have 
also become strikingly apparent. For instance, I have developed concerns about rigid 
application of both science and theory in the clinical setting (Roth and Fonagy, 1996), 
simultaneous to becoming an increasingly reflexive and reflective counselling psychology 
practitioner. The process of becoming an integrative practitioner has not been easy, but 
has been greatly facilitated through the organisation of the training. The two most helpful 
aspects during this process have been supervision and personal therapy.
Supervision has continuously challenged my thought processes regarding clients and 
therapeutic processes. It has also facilitated the process of integration as well as aided me 
in becoming an increasingly reflective practitioner. My therapeutic skills have been 
regularly monitored by my supervisors, and through their constructive criticism and 
encouragement, my confidence as a practitioner has been strengthened significantly each 
year. Moreover, supervision has enabled me to become a scientist-practitioner (Baker 
and Benjamin, 2000) within the microcosm of the therapeutic relationship, and also 
helped me to develop an internal supervisor (Casement, 1985). My aim has been to 
constantly evaluate my interventions, and by being reflexive I have developed skills that 
have enabled me to move between paradigms when circumstances call for changes in the 
mode of therapeutic intervention. In addition, supervision has made me acknowledge the 
importance of accepting accountability for my therapeutic interventions, an area that has 
become increasingly relevant since evidence-based practice has become the norm. The 
traditional resistance to evidence-based practice (Benjamin and Baker, 2000) has its roots
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in fears concerned with the effects on clinical judgement and appropriate care (Wolfe, 
1999). Thus, for me as a novice practitioner it seemed important to find a balance 
between the use of science and clinical judgement in guiding practice, in order to allow 
for clinical innovations and to prevent practitioners turning into technicians (Addis, Wade 
and Hatgis, 1999). Appropriate and continuous supervision proved helpful in 
establishing and maintaining this balance. Finally, supervision was also useful in offering 
support and advice when dealing with difficult clients and issues, and professional 
dilemmas relating to clinical work. For instance, exploration of, and attribution of 
meaning to, own reactions were occasionally helpful in aiding the therapeutic process.
However, at times, own reactions aroused vHthin therapeutic relationships could not be 
resolved in supervision, which was one reason 1 found personal therapy valuable. There 1 
was able to gain deeper insights into myself, and my weaknesses and strengths. This 
work equipped me to better understand my own phenomenological experience of being a 
therapist. Of particular interest was dealing with being culturally different, both as a 
client and a therapist, and how cultural differences could potentially impinge on the 
development of therapeutic relationships. Being able to discuss issues, such as cultural 
differences, enabled me to further develop as a reflective and open-minded practitioner.
In this essay 1 have outlined my understanding and use of different psychological theories 
in therapeutic work with clients, and 1 have offered clinical examples as illustrations. 1 
have also shown how supervision and personal therapy have played an active role in my 
practice. Furthermore, my view on evidence-based practice has been described, as well 
as how this view has affected the way 1 use research findings in guiding my therapeutic 
practice.
My therapeutic approach
As my training has progressed 1 have encountered different therapeutic models, which 1 
have attempted to integrate into my personal style and into different clinical contexts. 
The influence context has had on the therapeutic process became evident to me whilst 1
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practised on acute psychiatric wards, where lengths of admissions were variable and
rarely known. Adapting efficient practice to such circumstances lead me to consume 
outcome research to a great extent. However, I read research with a critical mind, and 
would discuss treatment options with my supervisor if my clinical judgement was at odds 
with the scientific recommendations. In this way, I tried to find a healthy balance
between clinical judgement and science-guided practice. I believed my somewhat
cautious attitude towards being solely guided by scientific findings was rooted in the 
applicability of research findings in clinical practice. In outcome research, the 
participating clients often exhibit a relatively simple symptom picture, whereas my 
experience was that clients more often than not presented with co-morbid disorders as 
well.
As a result of client complexity it was always essential to carry out a thorough 
assessment, where information including current symptoms, family and personal history 
was elicited. This enhanced the likelihood of arriving at an increasingly plausible 
formulation concerning the client’s difficulties, and therefore reduced the risk of the 
therapist making an erroneous decision regarding treatment. I would like to add that 
since formulations only served as working hypotheses they were likely to change during 
the course of treatment, as further information was elicited. Still, I believed my 
obligation to the client was to minimise the potential number of errors in my 
understanding of his/her presenting difficulties. The assessment also gave me an 
opportunity to elicit information about the client’s expectations, which could, if realistic, 
impact upon my choice of treatment.
During the assessment the roots of the therapeutic relationship were sown, and the quality 
of this initial relationship was dependent on how able I was to show empathy, 
unconditional positive regard and congruence. These were the ‘core conditions’ 
stipulated by Rogers (1957) to be necessary and sufficient for therapeutic change. Since 
then these conditions have established themselves as necessary attitudes any therapist 
would need to possess in order to be able to establish a working relationship with any
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client, but they are not viewed as sufficient to create therapeutic change (Gelso and 
Carter, 1985; 1994). Following findings from cumulative research the ‘core conditions’ 
only partially account for therapeutic change, some consensus across therapeutic 
approaches has emerged regarding their importance. Today, most schools of therapy have 
taken the view that the quality of the therapeutic relationship is the most important single 
non-specific factor in creating therapeutic change (Horvath and Symonds, 1991). It 
would also appear that following this finding there have been less emphasis on 
techniques, and further developments within different main therapeutic models (e.g. 
schema-focused and short-term psychodynamic therapies) suggest a trend towards less 
diversities between therapeutic approaches. These developments may make it somewhat 
easier for practitioners to develop an integrative practice.
My therapeutic approach was mainly shaped by psychoanalytic/psychodynamic and 
cognitive-behavioural approaches. Still, influences from both humanistic and 
existential/phenomenological models were apparent. The psychoanalytic model that I 
found most helpful in understanding certain client psychopathology was the object- 
relation paradigm. The power of this approach lied in how it explained internal 
processes, and how these relied on events in the interpersonal space. For me its 
usefulness was most evident in the conceptualisation of clients with personality disorders, 
as these often exhibited difficulties in the interpersonal domain. More specifically, this 
paradigm enhanced my understanding of self-destructive behaviours often found in 
clients diagnosed with borderline personality disorder. Through my limited clinical 
experience I found that these clients benefited most from object relation interventions, 
where the focus was on working through interpersonal conflicts within the therapeutic 
relationship. In practice, I used the transference relationship (Gelso and Carter, 1985) to 
interpret the dynamics the client engaged in, and I also used it to identify his/her needs. 
The therapeutic aim was to provide a corrective emotional experience (Alexander and 
French, 1946) within the developmentally needed/reparative relationship (Clarkson, 
1996). Surprisingly little research has been conducted evaluating the success of different 
therapeutic interventions with personality disordered clients, and the existing evidence
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suggests psychodynamic and interpersonal therapies to be most effective in the long term 
(Roth and Fonagy, 1996). However, a tailor made therapeutic approach, called dialectical 
behaviour therapy, has shown to decrease in-patient treatment and parasuicides in clients 
suffering from borderline personality disorder (Linehan, 1993). However, the 
improvements had evaporated after one year. Still, the findings may suggest that 
intermittent therapeutic input may be the way forward in order to contain clients suffering 
from borderline personality disorder. Yet, further research is needed to assess this 
hypothesis.
Before giving an example of a conceptualisation of client suffering from borderline 
personality disorder, and the use of object relation theory in practice, a brief outline of my 
understanding of this paradigm is offered. I found understanding early relationship 
dynamics useful in postulating about the origins of the client’s psychopathology. Such 
insight aided the hypothesising about how these dynamics may have resulted in arrested 
psychological maturation, and the client’s henceforth continued use of primitive defence 
mechanisms when interacting with the environment. Concepts like paranoid-schizoid and 
depressive positions, and their associated defence mechanisms (Klein, 1935), were also 
useful as explanatory models when conceptualising and formulating about a client’s 
presenting concerns.
One pivotal figure in object relation theory and practice was Klein. In particular, her 
theory of the development of mental processing in infancy proved useful in my 
understanding of self-destructiveness. Klein held that from the outset of life the infant’s 
dependency upon the mother was the cause of internally derived aggression. This 
dependency resulted in fears of an “uncontrollable overpowering object” (Klein, 1946, p. 
4) which needed to be possessed, controlled and destroyed in order to become free (see 
also Winnicott, 1965). The feelings that were subsequently provoked took a persecutory 
form, which the infant found unbearable and thus disposed of through projecting them 
onto the feared object. This was the workings of the death instinct in the paranoid- 
schizoid position. While the infant was in the paranoid-schizoid position the object’s task
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was to contain the infant’s unbearable feelings, until s/he matured sufficiently to contain 
these him/herself (see also Bion, 1978). The maturational process was dependent upon 
the nurturing of the life instinct, which occurred through the infant introjecting loving and 
caring interpersonal experiences. Cognitive maturation and a sufficient amount of good 
introjects, enabled the infant to start integrating ‘good’ and ‘bad’ aspects into a whole 
object. The gradual realisation that both persecutory and gratifying feelings stemmed 
from the same needed object, started the movement into the depressive position. As the 
tolerance of ambivalence was consolidated the infant moved from intently attacking the 
object with persecutory feelings to fearing that such attacks might destroy the object 
which was now perceived as important for survival (Klein, 1935).
As aforementioned, this theory enhanced my understanding of self-destructiveness, of 
which Ms M could be an example. Ms M, a middle aged deaf woman, was referred for 
psychotherapy because of depression and suicidal intent, superimposed on an underlying 
borderline personality disorder. She had been subjected to sexual abuse at boarding 
school, experiences she found herself unable to share with her mother because their 
relationship was perceived to be devoid of emotional content. Ms M expressed a wish to 
come to terms with the abuse she had suffered and to deal with her self-harm behaviours 
and suicidal ideation. Upon exploration Ms M revealed a tremendous amount of 
persecutory feelings and a view of herself as ‘bad’ throughout and thus not worthy of 
living. Ms M also appeared to be at a stage where she felt dominated by her own 
destructiveness. As an infant her unbearable feelings might not have been contained by 
her mother and instead internalised. Her life instinct would also seem to have been 
insufficiently nurtured. The destructive impulses seem to drive her towards total 
annihilation, and her distress appeared to be caused by the fear she had attached to the 
persecutory anxiety.
I saw my role in the therapeutic relationship to contain the persecutory anxiety she 
projected into me, and to provide her with an environment where she could obtain ‘good’ 
introjects. My aim was to enable integration of ‘good’ and ‘bad’ within herself, and
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Others, and to hence move away from the dichotomous behaviour of either idealising or 
devaluing objects. An example of this would be Ms M’s statement that “Everybody 
would be better off without me, and nobody would even realise that I’ve gone”. My 
response was to acknowledge how she felt, before relating her statement to our real 
relationship (Gelso and Carter, 1985). Here I used our relationship as a tool to assess 
whether or not Ms M was able to see me as a separate whole person, or whether or not I 
was still only a part-object in her mind. I then provided Ms M with an interpretation of 
her need to deny that anyone could love her, because accepting she would be missed 
would provoke guilty feelings over wanting to die. Furthermore, I added that expecting 
to be missed would also mean acknowledging that she was not all ‘bad’. Ms M became 
quite angry with me after this interpretation, anger we were able to work on within the 
transference relationship.
The above example could also appropriately be to used to illustrate my own processes in 
the therapeutic setting. Ms M’s above statement made me feel quite angry and frustrated. 
I discussed my feelings in supervision, and they were identified as hate in the 
countertransference. This hate resulted from Ms M’s repeated threats to commit suicide, 
which aroused an almost unbearable level of anxiety in me. I brought this material to 
personal therapy, where the issues were understood, and I was able to resume empathy 
with Ms M’s wish to die.
Another psychological theory that has influenced my practice was cognitive-behavioural 
therapy. It has in common with the psychoanalytic/psychodynamic approach the belief 
that maladaptive behaviour has its basis in distorted thinking. However, their 
explanations of these cognitions’ origins differ. According to
psychoanalytic/psychodynamic approaches cognitive distortions would result from 
unconscious internal conflicts and that these could only be accessed within a 
transferential relationship, as exemplified above. From cognitive-behavioural 
perspectives cognitive distortions would be results of learning processes, and thus 
maintained by reinforcement (Hawton, Salkovskis, Kirk, and Clark, 1999). According to
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cognitive-behavioural practitioners, irrational beliefs are thought to be learned, and can 
thus be unlearned through direct challenge within a collaborative relationship (Beck, 
Rush, Shaw, and Emry, 1979).
The traditional cognitive-behavioural approach, as devised by Beck et al. (1979) argued 
that irrational beliefs can be learned throughout life, and do not necessarily stem from 
early experiences. This was not surprising since cognitive-behavioural therapy was a 
reaction to the psychoanalytic approach. The cognitive-behavioural perspective held that 
all levels of functioning were affected by distorted cognitions, which was the reason they 
are important to target and modify. The negative automatic thoughts, which was the 
name given to the self-depreciating thoughts, were based on the client’s personalised 
‘rules of living’ or basic assumptions, which again were rooted in core beliefs about the 
self and the world. As cognitive-behavioural therapy has obtained good outcome results 
with depressed clients, it would have been my treatment choice for Ms M had she not 
suffered from an underlying borderline personality disorder. However, conceptualised 
from a cognitive-behavioural perspective Ms M’s negative automatic thoughts that 
“Everybody would be better off without me” and “Nobody would notice that I’ve gone” 
could reflect core beliefs about being worthless and uninteresting, and that she did not 
deserve the efforts people put into befriend and help her. Research has shown that 
interventions ought to target core beliefs if changes were to be envisaged in cognitive- 
behavioural treatment of personality disorders (Young, 1990). The treatment, although 
psychodynamic in nature, was targeting her schema of being unlovable and worthless. 
This was done by challenging her beliefs that she was not alone in the world, and not in 
relation to people.
Next, I would like to illustrate how I used cognitive-behaviour therapy in practice. As a 
counselling psychologist in training in acute psychiatry, I treated a man, Mr W, who was 
involuntarily hospitalised due to severe neglect of himself and of his environment. He 
had become increasingly depressed following a serious assault eleven years ago. His 
mood had also rapidly deteriorated after the deaths of both his parents in 1996, with
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whom he used to live. Mr W also had a long history of being bullied. He recounted 
never having had a sexual relationship, and his occupational history was poor. Mr W’s 
main complaint was his unconventional lifestyle. He had thoughts about being abnormal 
and how society viewed unemployed people like him as lazy. He felt that his inability to 
keep himself and his house clean was linked to feeling lonely, unmotivated, helpless and 
hopeless. Through Socratic questioning and guided discovery (Padesky, 1995) Mr M was 
able to challenge his own thoughts by saying that “I might not be abnormal, because there 
are several other people living alone like me”, “I have a right to live in this society even 
though I’m not working, because there are many other people who are unemployed”, and 
“I’m not working at the moment, not because I’m lazy, but because I’m going through a 
tough period psychologically”. This process of collaborative enquiry seemed to have 
empowered Mr W to regain some control of his life and also instilled some hope about 
his future. In addition, he had been able to identify strategies to help keep himself and his 
house clean. These strategies were, as far as possible, tried out within the hospital 
setting, and modified if needed. The process of getting thus far was time consuming 
because Mr W was very difficult to engage in therapy. He was hostile, both verbally and 
non-verbally, and angry about being in hospital. Therefore, considerable time was spent 
building a therapeutic relationship with him. During the time I was building therapeutic 
rapport with Mr W, I emphasised the core conditions (Rogers, 1951) and implemented 
humanistic non-directive techniques, such as active listening, paraphrasing and reflection 
(Meams and Thome, 1988). An example of my approach could be my reflection of how 
his body language told me that he did not want to see me, possibly because he did not 
think there was anything to discuss. I also paraphrased that he might not feel he would 
benefit from talking to one of the professionals who kept him in hospital against his will. 
Mr W responded positively to interventions like these, and he gradually became willing to 
elaborate on his predicament and how he felt inside. I changed mode of intervention 
when I felt our therapeutic relationship was strong enough, and after Mr W mentioned a 
wish to develop a more positive attitude to life. However, the engagement process was 
sometimes difficult, and at times I felt both impatient and frustrated with him. Although, 
I was able to discharge my feelings in supervision, but they were likely to have had some
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impact on the dynamics between Mr W and myself. Still, it seemed important that I tried 
to deal with my feelings, as not acknowledging them could otherwise have lead to a 
power struggle between Mr W and myself, that could have prevented the development of 
a positive therapeutic relationship.
Mr W’s difficulties could also be conceptualised as stemming from a possible insecure 
avoidant attachment to the primary care giver (Bowlby, 1969; 1973). Seen from this 
perspective he may, as a child, have suppressed his own needs and taken on the role of 
caring for his parents until they died. The anger he exhibited during the hospitalisation 
was therefore possibly related to their deaths, and possibly resembled his feelings of 
being abandoned and rejected by them. At the time, the anger, which was possibly 
subjected to defensive exclusion (Bowlby, 1973) before his parents’ deaths, was, being 
projected out onto society as persecutory anxiety. The re-emergence of Mr W’s anger 
might therefore have been the first indication that he was losing control over his internal 
world, possibly caused by insufficient good introjects during childhood. Mr W’s internal 
working model (Bowlby, 1981) would suggest that he viewed himself as ineffective and 
unworthy of love and care. This would be compatible with the message a lack of good 
interpersonal experiences sends, and might thus have lead to the decline in motivation to 
look after himself and his environment and to his depressive feelings. His therapeutic 
progress could be attributed to his ability to use the therapeutic setting as a secure base 
from which he explored his internal and external worlds (Bowlby, 1988).
During the time Mr W was in hospital he experienced some disappointments regarding 
his discharge, and following such disappointments he became pre-occupied and lost the 
wider perspective. This affected our relationship as Mr W became hostile and angry, and 
only wanted to talk about his predicament. When these situations occurred I reverted 
back to using non-directive techniques in a supportive, yet non-colluding, fashion, which 
appeared to have a calming effect on him. This example show the power the humanistic 
technique had in repairing relationship ruptures. Furthermore, it could exemplify the 
therapeutic relationship’s usefulness in regaining trust. I felt it was important to use the
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real relationship (Gelso and Carter. 1985) at these times, because it allowed me to 
acknowledge Mr W’s position, whilst also to explore what the experience meant to him. 
Further, my memories of these times were related to extreme frustration with the hospital 
system because our work suffered set-backs and Mr W malingered. Therefore 
supervision became important in order to prevent me from colluding with Mr W. 
Personal therapy also played a part in this process, as I was able to explore the origins of 
my own reactions with regard to disappointments.
Despite the power non-directive techniques proved to have at particular points in the 
therapeutic relationship, I hesitated to use it as my main therapeutic intervention because I 
disagreed with some of the assumptions upon which the approach rests. I struggled with 
the assumption that ‘human nature is essentially constructive’ (Meams and Thome, 
1988). In my view, human nature has evolved to survive, which may not always entail 
being socially, yet individually, constructive. The survival instinct endowed in human 
beings would therefore often be the cause of conflict and psychological distress. I also 
struggled with the notion of unconditional positive regard, as this condition seemed to 
promote suppressing negative feelings like anger etc. In my opinion, these feelings are 
important to acknowledge, explore and work through to alleviated psychological pain. 
However, my main objection was related to the assumption concerning the core 
conditions being sufficient for therapeutic change (Rogers, 1957). As aforementioned I 
only believed these conditions to be necessary but not sufficient for therapeutic change to 
occur. Nonetheless these attitudes did foster trust, respect and genuineness which were 
the building blocks for a good therapeutic alliance, which again has been shown to be the 
best predictor of therapeutic outcome (Bergin and Garfield, 1994).
The powers of the therapeutic relationship in treating clients on the neurotic spectmm, 
lead me to enquire about its effectiveness in treating clients on the psychotic spectrum. 
To my surprise I found that few studies had investigated this issue, and only one study 
had assessed the relationship between schizophrenic clients and individual therapists. It 
concluded that it was difficult to establish rapport with these clients, and that further
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research was needed to identify specific rapport building factors (Frank and Gunderson,
1990). This fact inspired my own research into variables thought to influence rapport 
building with schizophrenic clients. My research interest opened up an opportunity to 
carry out an observational trial at a NHS hospital, where I investigated the effects of 
rapport building with schizophrenic clients using a cognitive-phenomenological approach 
called ego consolidation therapy (Scharfetter, 1996). It was considered cognitive because 
it conceptualised schizophrenia as a disorder of ego awareness (Frith, 1987), and 
phenomenological because it accounted for the conscious subjective inner experiences of 
the schizophrenic clients. Delusions were viewed as communication of inner experience, 
and the therapist’s objective were first to decode these delusions according to five 
categories of ego dysfunction (Jaspers, 1913/1963; Scharfetter, 1996, see appendix 1), 
and second to reflect back the feeling underlying the delusion. This process was called 
informed empathy. Furthermore, delusions were seen as the client’s working hypotheses 
about the causes for the strange inner experiences. A view it shared with cognitive- 
behavioural theory and therapy of psychosis. Clients were encouraged to consider 
alternative explanations for their inner experiences, and to re-attribute explanations of 
these to less distressing working hypotheses (Fowler, Garety and Kuipers, 1995). An 
example of ego consolidation therapy appears in appendix 2.
My experience of joint work with florid schizophrenic clients indicated that ego 
consolidation was rapport building, and the clients appeared to feel understood. The 
effect seemed to be that the clients showed an increased willingness to discuss their inner, 
often terrifying, experiences. Feeling understood may have caused the inner feelings to 
become less threatening, alienating and isolating. The results of the observational trail 
carried out were congruent with my observations. I also found that schizophrenic clients 
rated the therapeutic relationship positively after only one session, which contradicted the 
findings of Frank and Gunderson (1990). The level of client psychopathology also 
decreased significantly over the trail period suggesting clinical effectiveness.
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Previous research into psychological therapies for schizophrenia has shown poor outcome 
results, with the possible exception of cognitive-behavioural therapy for psychosis 
(Fowler et a l, 1995; Nelson, 1998). Therefore, Roth and Fonagy (1996) highlighted in 
their review of What works for whom? that innovations of psychological treatments for 
schizophrenia were needed. However, debates exist as to what the aim of psychological 
intervention with this client group ought to be, since 50-75 % of schizophrenic clients 
respond well to pharmacological intervention (Roth and Fonagy, 1996). From a 
psychological point of view it would appear that engagement in meaningful and good 
therapeutic relationships would seem to enhance schizophrenic clients’ medication 
compliance (Frank and Gunderson, 1990), increase their sense of quality of life (McCabe 
and Priebe, 1999), and reduce the risk of relapse and actual days spent in hospital 
(Gunderson, Frank and Katz et ah, 1984; Alanen et ah, 1985). The evidence of increased 
quality of life ought to be taken seriously as this may have implications for co-morbid 
disorders such as depression, anxiety and panic. (See appendix 2 for example.)
As aforementioned, I found the phenomenological approach focused on clients’ 
subjective experiences of distress and took these seriously, a strength shared with the 
existential perspective. Neither approach has been tempted to explain away clients’ 
experiences of distress with complex theory (Spinelli, 1989). In my practice, existential 
phenomenology became useful when I encountered clients who struggled with existential 
issues, like questioning the purpose and meaning of life. Mr W, the aforementioned 
client, seemed to query the purpose of his life following the deaths of his parents. What 
Mr W seemed to go through was well captured by Spinelli: “...angst...is the anxiety that 
comes with the acceptance that there are no meanings in the world apart from the relative 
ones that we create, that we cannot rely upon the certainty of facts, or of purpose, that we 
cannot know what happens to us when we are thrown out of the world, when we cease to 
be as humans” (1996, p. 184). Mr W’s depression and self-neglect could therefore be 
seen as his way of avoiding angst, and to thus resist re-invention of his identity.
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Furthermore, existential issues became particularly prominent when treating suicidal 
clients. I worked with a 28 year old woman, Ms O, who had almost successfully 
committed suicide by cutting her wrists whilst in the bath. According to Ms O, her father 
had abused her sexually, physically and emotionally for 20 years. As a result of her 
mother’s apparent inability to prevent the abuse, despite knowing of it, their relationship 
was perceived as distant by Mr O. She took her father to court, but lost the case due to 
insufficient evidence. Ms O suffered from an underlying borderline personality disorder 
and was therefore mainly treated within the object relation paradigm. From this 
perspective, the suicide intent and attempt were explained by an internalised ‘bad’ object 
being driven toward total annihilation due to lack of ‘good’ introjects. However, such 
self-destructiveness could also be explained from an existential viewpoint. When Ms 0  
lost the court case against her father she might have felt she lost the purpose to continue 
her life, and henceforth developed feelings of extreme and unbearable loneliness. This 
experience might have started the transition from living an inauthentic life to becoming 
more authentic, a transition invariably accompanied by existential angst. Most people 
who acknowledge struggling with existential issues, battle with these without too much 
distress. However, people who have lived through adverse experiences, like Ms O, may 
find the task of re-shaping and re-defining the meaning of themselves overwhelming and 
thus resort to choose death over life.
Another example where our endeavour was influenced by existential psychology was 
when Ms O thought she was pregnant. This event seemed to encourage her to explore 
potential new roles, and she was able to imagine herself as a mother and a wife in the 
future. I interpreted this as Ms 0  becoming more free to make choices, and to take the 
risk of extending the meaning of herself to incorporate being a life-giving and not only a 
life-taking person. A part of this process involved me bracketing, as far as possible, my 
own definitions of the meaning of life, being a wife and mother etc., a task I found 
extremely difficult at times, and supervision helped me to avoid imposing my views on 
the client. By discussing the issue in supervision I came to realise the importance of
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clients finding their own ways, however maladaptive these may seem to me, an issue I 
brought to and battled with in personal therapy.
The aforementioned case illustrations were intended to show how I understood and 
worked with ‘abnormal’ phenomena according to different psychological theories. I 
would also like to mention how ‘normal’ psychology has assisted this process, especially 
with regards to disabling disorders like schizophrenia. For instance, understanding the 
importance of developing parallel processing and filtering of stimuli, was essential in 
order to picture the mental processes in the schizophrenic brain (Wilkinson and 
Campbell, 1997). Further, working with clients who suffered impaired social 
functioning, such as most schizophrenic clients or those with learning difficulties, made 
me realise that treatments needed modification according to the level the individual client 
was operating at. As a therapist, it then became important to take account of the client’s 
attention span, distractibility, and information processing abilities when intervening, as 
the aforementioned functions would influence the use of semantics, length of 
interventions, length of sessions and the complexity of potential homework. For example 
it would be important to know whether or not a client was literate before giving a thought 
diary as homework. Furthermore, theory and research of normal psychological processes 
have also proved helpful in gaining an understanding of the impact social, emotional and 
cognitive dysfunctions may have on the therapeutic process. In my view, acute sensitivity 
to the client’s level of functioning would therefore be more likely to enhance the 
therapeutic relationship than hinder it.
As an example of working with disability, I would like to return to the work I did with Ms 
M. Her profound deafness proved quite challenging for the therapeutic process. Being a 
non-signing therapist, our communication was dependent upon me understanding her 
speech and for her to lip-read me. Moreover, the only way she knew that I had 
understood her was when I repeated or paraphrased back to her. This left me much less 
mental space and time to think about the meanings of her narratives, as well as 
interventions, than in sessions with hearing clients. Both Ms M and I were, at times.
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frustrated by our communication difficulties, but being able to openly discuss our 
difficulties lessened the impact these had on our therapeutic relationship. However, the 
experience was extremely valuable because it made me think about therapeutic efforts 
with clients with disabilities, and issues that may arise as a result of their disabilities.
Conclusion
My training has provided me with a wide variety of experiences, where I have been 
encouraged to acquaint myself with several different psychological theories, and to 
evaluate them through practising their techniques. This has been a challenging process, 
because the techniques were very different, and a flexible mind was needed to 
accommodate the different experiences I gained. I believe that being able to discuss in 
supervision, and to explore in personal therapy, the difficulties that I faced enabled me to 
become a more open-minded and flexible practitioner of counselling psychology. Of 
main interest to me was the use of the therapeutic relationship within different schools of 
therapy, and how current knowledge of this powerful psychotherapeutic tool could be 
enhanced by informal investigation of its effects with different client populations and 
within various health settings. Moreover, working in the context of acute psychiatry 
brought the effects of not being able to work constructively towards an ending of the 
therapeutic relationship, which in my opinion, as a counselling psychology trainee, 
always was an important aspect of therapy. In this respect, evidence-based practice could 
offer some consolation, as the therapeutic relationship would not necessarily be 
compromised by the implementation of manualised treatments. However, careful 
attendance to the therapeutic relationship would be needed, in order to prevent the 
practitioner from losing sight of the therapeutic relationship and the client’s needs within 
the technical world of manualised treatments (Addis, Wade and Hatgis, 1999).
The training’s emphasis on learning a variety of therapeutic approaches encouraged me to 
further explore certain approaches, and to try these out in practice. The end result of this 
process was that I felt more able to take from the different approaches the components 
that I considered to add value to my clinical practice, and enhanced my understanding of
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‘normal’ and ‘abnormal’ phenomena. However, this did not mean that I uncritically 
applied different therapeutic techniques, but that I ensured clear rationales for changing 
therapeutic interventions. I believe the provided clinical examples have shown that I am 
able to draw upon different therapeutic perspectives in order to make sense of the 
information offered to me by the client, both during the assessment and the therapeutic 
process. This integration would also include theories of normal development, and of the 
effects physical and learning disabilities may have on the therapeutic process.
Moreover, a therapist’s knowledge of several different therapeutic paradigms would seem 
to become an increasingly sought after asset with the introduction and consolidation of 
evidence-based practice. Furthermore, implementation of such practice ought to 
encourage therapists to critically evaluate the applicability of research findings to 
particular clinical contexts, especially since we as practitioners are becoming explicitly 
accountable for our choices of therapeutic interventions. I also view clinical 
accountability as emphasising the importance of being a scientist-practitioner within the 
microcosm of the therapeutic relationship in an effort to uphold and possibly improve the 
standard of care we provide to our clients.
Finally, I believe I am an integrative practitioner in her infancy. Still, I feel that I have 
been given an appropriate and good foundation for the continuation of the process of 
integration. At present, I think I integrate intellectually more spontaneously than 
practically. However, I believe this will change as my confidence as an integrative 
practitioner grows in line with further experience, supervision and continuous 
professional development.
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Table of ego functions
74
Dimension Description of dimension
Ego identity A self-definition with respect to gender, biography, capacity and 
social function, and the intuitive appreciation that there is continuity to 
the definition o f self
Ego demarcation Enables distinction between self and the outside world differentiated 
by clear boundaries between self and non-self, and depicts a clear 
consensus of own private body-experience, thinking and feeling
Ego consistency and coherence Ability to perceive oneself as one person at any given moment as a 
single unified whole - having a structure and organised internal and 
external world
Ego activity Ability to experience oneself as carrying out own actions, thinking, 
feeling and perceiving
Ego vitality Experience o f being alive and present
Table 1: Hierarchical display and description o f the five dimensions o f  self-awareness
Therapeutic dossier - essay 75
Appendix 2
This example was not included in the main body of the paper because it was not 
therapeutic activity which 1 undertook. The account was part of my observational 
experience. As an example 1 have used Mr S who had a diagnosis of paranoid 
schizophrenia. He had an extensive delusional network, and the delusions causing most 
distress were related to ego demarcation and activity problems. Mr S thought that alien 
forces had planted a micro-chip in his brain, and that they were now able to control his 
thoughts and actions. The underlying feelings were reflected back to Mr S as a response 
to this delusions; he was told how difficult it must be to feel that the boundary between 
what was private and public was penetrable and how this could lead to feeling exposed 
and intruded upon. Feelings of not taking part in his own actions could also feel very 
threatening and make him feel like a puppet with no sense of effort (Frith, 1992). Mr S 
responded well to interventions like these and over the course of therapy his delusion 
regarding control changed. He came to believe that a far Eastern religious cult was 
beaming rays into his brain through chanting, and that this cult controlled his thoughts 
and actions in this way. The same underlying feelings were attached to this delusion as to 
the one above, but it was now possible to confront Mr S with his two working hypotheses 
about his inner experiences. At this point Mr S appeared somewhat puzzled, as though he 
had forgotten about the aliens, and he engaged in a discussion that maybe he was 
‘jumping to conclusions’ regarding the origins of his inner experiences.
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Introduction
The Research Dossier contains three separate pieces of research, which include a 
literature review and two empirical research investigations, using both quantitative and 
qualitative methods of analysis. The three pieces of research are connected as they are all 
concerned with the therapeutic relationship and schizophrenia.
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Social skill in schizophrenia and the therapeutic relationship
Abstract
This literature review is concerned with how social function in schizophrenia impact on 
the development of therapeutic relationships with this client group. Since social 
dysfunction, and particularly interpersonal difficulties, forms a diagnostic criterion for 
schizophrenia therapeutic relationships are likely to be affected by this symptom. 
Therapeutic relationship research carried out with non-psychotic clients found that the 
quality of the therapeutic relationship accounted for most of the variance for therapeutic 
change. Moreover, it was also found to be the best predictor of therapeutic outcome. 
However, whether or not these results could be generalisable to the psychotic population 
is still unknown. Minimal research has been carried out investigating therapeutic 
relationships with schizophrenic clients, but what is known is that these clients appear to 
be difficult to engage in therapy. Therefore, it would seem appropriate to identify 
variables that both hinder and facilitate the development of relationships between 
schizophrenic clients and their therapists. The present review has attempted to deal with 
this issue theoretically.
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Introduction
This literature review is concerned with assessing the impact social skill deficits, found in 
schizophrenia, may have on therapeutic relationships developed with schizophrenic 
clients. This assessment included first discussing the various disabling features of 
schizophrenia, then how these impact on a person’s social skill and finally how they may 
affect the therapeutic relationship. Further, a discussion of how to overcome social skill 
deficits that have detrimental relationship effects within the clinical setting is offered. 
Before looking at the clinically relevant socially disabling features of schizophrenia, a 
brief overview of the disorder’s aetiology and symptomatology is outlined, and a 
definition of social skill is provided.
Schizophrenia is a disorder of life-long duration, and onset varies from late adolescence to 
early adulthood for men, and late 20s for women. Acute onset is most common, and 
usually preceded by a period where signs and symptoms are displayed. Positive 
symptoms are characteristic of acute schizophrenia, and these appear to excess or distort 
the normal functions of thought (delusions/inferential thinking), perception 
(hallucinations), language and communication (disorganised speech) and motor activity 
(grossly disorganised or catatonic behaviour). The course is variable, and some clients 
experience symptom exacerbations and remissions, whereas others become chronically 
affected. Chronic schizophrenia is often associated with negative symptoms, and these 
appear to diminish or extinguish the normal functions of affect (anhedonia), speech 
(alogia) and initiation of goal-directed behaviour (avolition). These are often associated 
with the morbidity of the disorder. The symptoms affect cognitive, behavioural and 
emotional ftinctioning, which again impact upon occupational and social functioning. 
Thus, interpersonal relations, work or education, cognitive processing and self-care are 
commonly impaired by schizophrenic symptoms, and clearly below premorbid levels 
(APA, 1996). Negative symptoms have been found to correlate closely with poor social 
skill (e.g. Bellack, Morrison, Wixted, and Mueser, 1990), whereas positive symptoms 
appear almost unrelated to level of social skill (Mueser, Bellack, Douglas, and Wade,
1991).
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The potential deficits of a schizophrenic disorder can affect social skills needed to 
maintain an adequate level of social functioning. Social skills have been defined as those 
behaviours needed to achieve socially oriented goals (Hersen and Bellack, 1977). The 
different components of social skill can be clustered into four areas; non-verbal skills, 
paralinguistic elements, verbal content and interactive balance (Mueser and Bellack, 
1998). Non-verbal skills include eye contact, facial expression, use of gestures and body 
orientation, and thus indicate level of engagement and mood. The paralinguistic elements 
refer to loudness, inflection, pitch and tone of voice, as well as rate of speech. These non­
verbal skills are seen as vital in order to assess affect and level of involvement. Verbal 
content incorporates the words a person chooses to use, and how these are phrased 
together. The content is analysed independent of paralinguistic elements. Finally, 
interactive balancing are the skills needed for satisfactory conversational turn-taking. 
Deficits in any of these skills would affect social functioning and interpersonal 
relationships, and thus cause schizophrenia to be a potentially lonely and isolating 
experience. Efforts have been made to understand schizophrenic experiences, by 
attempting to identify what causes the abhorrent symptoms that characterises the disorder. 
Thus far no causal explanation, either medical or psychological, has been established with 
regard to the exhibited deficits, but many suggestive hypotheses have been forwarded. 
The deficits and their respective hypotheses are discussed in sequence below, starting 
with perception and followed by cognition, emotion, sense of self, and interpersonal 
relationships.
Perception in schizophrenia
As indicated above social dysfunctions are diagnostic of schizophrenia, which imply 
impairments in perceptual and cognitive functions. These have been hypothesised to 
affect social function. Yet, debate still prevails regarding perceptual disturbance being 
primary to schizophrenia, or if it is secondary to cognitive dysfunctions. To date no 
conclusive evidence linking accurate perception to normal cognitive functioning has been 
produced (Bellack and Mueser, 1998). One advocate for perception being primary was 
Corbett, who once stated “the world is what we perceive” (1976, p. 251). Knowing that
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schizophrenic clients experience a range of perceptual distortions it would seem likely 
that subsequent cognitive functions would be affected. Perceptual distortions that have 
been reported by schizophrenic clients include flooding of uncontrollable images, 
changeable intensity of stimuli, changeable sizes and shapes of objects, abnormal 
perceptions of time and space and distorted bodily and emotional sensations (Torrey, 
1988). This suggests that schizophrenic clients live in an unpredictable environment 
where continuous negotiation between own inner experiences and external influences is 
needed. Thus making it more difficult to achieve enduring stable functioning. The 
perceptual disturbances mentioned above are likely to interfere with attention and 
concentration, as well as cognitive functions, which will be discussed below.
Flooding of uncontrollable images may result in schizophrenic clients finding it difficult 
to focus attention, and to concentrate on what is of particular interest to them in the 
surrounding environment or in interpersonal interactions. A theory has suggested that 
schizophrenic clients have difficulties in filtering significant from insignificant situational 
stimuli as a result of being unable to compare these against stored memories of previous 
experiences (Gray, Feldon, Rawlins, Hemsley and Smith, 1991; Gray, 1998). Therefore, 
their attention and concentration deteriorate. Difficulties with attention was described by 
one client as: “Everything seems to grip my attention although I am not particularly 
interested in anything. I am speaking to you now but I can hear noises going on next door 
and in the corridor” (McGhie and Chapman, 1961). The same client spoke of 
concentration difficulties: “My concentration is poor. I jump from one thing to another. 
If I am talking to someone, they only need to cross their legs... and I am distracted and 
forget what I am saying. I think I could concentrate better with my eyes shut”. Some 
clients have also expressed transfixion of attention, which can be illustrated as: “If I am 
reading I may suddenly get bogged down at a word. .. It is as if  I am being hypnotised by 
it.... like it is absorbing me” (McGhie and Chapman, 1961). This could infer that 
schizophrenic clients may lack the ability to organise perceptions into manageable 
portions, and thus get overwhelmed by too much perceptual input.
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Furthermore, the experience of stimulus intensity is related to perception. In 
schizophrenia certain stimuli sometimes ‘jump out’ and acquire special roles, described 
by one schizophrenic client as colours becoming a mode of communication. He believed 
that other people used the colours of their clothes and cars to express positive and 
negative views of him (Zelt, 1989). This phenomenon could therefore result in attention, 
preoccupation, and absorption only in the immediate perceptual environment, resulting in 
most of the social environment being neglected. Leete (1993) described this as: “We 
must learn to go through life experiencing our surroundings with greater intensity than 
others do... stimuli are distracting and confusing for us, and we are unable to filter their 
impact to lessen their effect” (p. 119). It has been suggested that inflexible attention and 
poor concentration are results of not being able to control choosing what stimuli to attend 
to and what to concentrate on (Gray et al., 1991; Gray, 1998). This hypothesis has been 
extended to account for passivity and increased vulnerability to succumb to delusional 
thinking of being controlled from the outside.
Another abnormal perceptual feature in schizophrenia is the impaired ability to identify 
different static or dynamic emotional states, indicating distorted affect perception 
(Cutting, 1981). These findings may be related to the poor results schizophrenic 
participants show when asked to identify affective states in role play tests (Bellack, 
Mueser, Wade, Sayers and Morrison, 1992). However, the origin of this deficit has not 
yet been determined. It could stem from inaccurate perception, but also from 
interpretative inaccuracy. The latter would suggest a more complex cognitive 
dysfunction.
Cognition in schizophrenia
Corrigan, Wallace, and Green (1992) investigated underlying factors for interpretation 
and processing of social informations (social schemata) in schizophrenic clients. They 
found that recognition of social schema was positively associated with measures of 
vigilance and verbal memory, and that sequencing of social schema was positively 
associated with verbal memory and conceptual flexibility. Negotiation of social situations
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could therefore be a function of verbal memory and cognitive flexibility, and impairment 
in these functions could therefore cause difficulties in social interactions akin to those 
found in schizophrenia. These findings are compatible with the definition of social 
perception put forward by Mueser and Bellack: “the ability to recognise relevant social 
parameters in a situation that may limit the range of appropriate behaviours” (1998, p. 
89). Social perception has also been associated with the apparent difficulties 
schizophrenic clients exhibit with social problem solving. Schizophrenic participants 
performed worse than controls on tasks requiring problem recognition, generation and 
evaluation of potential solutions, and identification of behavioural skills for successful 
implementation of an action plan (Mueser and Bellack, 1998). Therefore an inference can 
be made to a failure in recognising abstract and subtle social cues (Corrigan and Green, 
1993), resulting in judging social situations in a black-and-white manner (Livesay, 1984).
Other aspects of memory and information processing have also been suggested to be 
affected in schizophrenia. The functions referred to are encoding, storing and retrieval 
processes crucial for processing information (Eysenck and Keane, 1995). Schizophrenic 
clients have often reported difficulties in sorting relevant from irrelevant information. 
This could sometimes lead to uncontrollable racing thoughts, that could affect attention 
and concentration. One client reported: “What happened to me in Toronto was a 
breakdown in the filter and a hodgepodge of unrelated stimuli were distracting me from 
things which should have had my undivided attention” (MacDonald, 1960, p. 218). This 
example partly supports Gray et aTs. (1991) theory, suggesting a deterioration in attention 
and a loosening of associations. Loosening of associations could thus be a possible 
explanation of the characteristic thought and speech impairments (i.e. incoherent, 
disorganised and illogical) found in schizophrenia. These have been described by 
Freedman as: “My thoughts wander around in circles without getting anywhere. I try to 
read even a paragraph in a book, but it takes me ages, because each bit I read starts me 
thinking in ten different directions at once” (1974, p. 335). Experiences of loosening of 
associations and racing thoughts might also lead to schizophrenic delusions, such as 
losing control of own mind, and to feel manipulated by an external force. Hallucinations
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could also be caused by the external force by being given a form and/or a voice (Hatfield 
and Lefley, 1993).
Moreover, schizophrenic clients who have experienced loosening of associations and 
racing thoughts have appeared to cope with these in two quite distinct ways; mania or 
mental exhaustion. Mania is most often associated with grandiosity, and could account for 
some of the bizarre behaviours exhibited by florid schizophrenic clients. One client 
recounted: “I talked, laughed, cried, sang, shouted and danced to my heart’s content. The 
giving up of all attempt at self-control brought the needed rest and sleep. The condition 
of my mind for many months is beyond all description. My thoughts ran with lightning- 
like rapidity from one subject to another. I had an exaggerated feeling of self-importance. 
All the problems of the universe came crowding into my mind, demanding instant 
discussion and solution - mental telepathy, hypnotism, wireless telegraphy (Landis and 
Mettler, 1964, p. 49). On the other hand, mental exhaustion could account for some 
negative symptoms (e.g. thought withdrawal, latency etc.) characteristic of schizophrenia. 
Such symptoms are hypothesised to result from words, objects, people and situations 
losing their meaning, leaving the surrounding world seemingly unreal. An alternative 
explanation of the cognitive impairments in schizophrenia has come firom Torrey (1988). 
He has claimed that schizophrenic clients are unable to sort, synthesise and respond to 
auditory and visual stimuli in a normal fashion. In addition, they are likely to have 
difficulties in bringing the two modes of stimulation together, described by a 
schizophrenic client as: “I can’t concentrate on television because I can’t watch the screen 
and listen to what is being said at the same time. I can’t seem to take in two things at the 
same time especially when one of them means watching and the other means listening 
(Torrey, 1988, p. 15).
The aforementioned deficits in cognition would imply that all information is processed at 
a conscious level, as a result of dysfunctional parallel automatic processing (Frith, 1992). 
This would mean that schizophrenic clients are unable to use past experiences in guiding 
what stimuli need to be processed at a conscious and at an unconscious level. Therefore,
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stimuli that should have been processed at an unconscious level are needlessly processed 
with full awareness, slowing down cognitive operations and task-executions. A 
schizophrenic client reported: “None of my movements come automatically to me now... 
I’ve been thinking too much about them, even walking properly, talking properly, and 
smoking - doing anything” (Chapman, 1966). Dysfunctional automatic processing could 
thys suggest impairments in either encoding, storing or retrieval, or all, of relevant 
information. This is also compatible with Gray et al’s. (1991) theory. Further support has 
been offered by empirical investigations into latent inhibition (Baruch, 1988) and negative 
priming (Beech et al., 1989), which concluded that schizophrenic clients were less 
affected by previous stimuli than non-schizophrenic and normal controls. However, the 
origin of the deficit is still being investigated and debated.
Emotion in schizophrenia
As referred to earlier internal and external stimuli are often experienced more intensely by 
schizophrenic clients than non-schizophrenic controls. This is thought relevant to how 
schizophrenic clients experience their own and other peoples’ emotions. A high co­
morbidity between emotions like fear, anxiety, depression, guilt and physical pain, and 
schizophrenia has been repeatedly reported. The feelings associated to co-morbid 
disorders are often either exaggerated or completely lost (Hatfield and Lefley, 1993). Yet, 
no consensus exists amongst experts as to whether or not schizophrenia is primary to 
these co-morbid disorders.
Extreme anxiety and fear have been reported by several schizophrenic clients. It has 
emerged that these emotions seem pervasive, nameless and without object, which has 
been described by one client as: “My fear was based fundamentally upon a terror of 
myself, of what was happening to me, of the helplessness that was overpowering my 
faculties” (Landis and Mettler, 1964, p. 251).
Depression in schizophrenia could cause clients to feel sad, despondent, hopelessness, 
helplessness, powerlessness, and overcome with despair. Disturbances in eating- and
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sleeping habits, decreased energy, impaired concentration, as well as loss of interest in 
previously enjoyable activities are also common symptoms. Some of the aforementioned 
symptoms of depression resemble the negative symptoms of schizophrenia. Closely 
linked to depression are inappropriate feelings of guilt, which have often been reported by 
schizophrenic clients, an example of which is: “I don’t know what I have done that is so 
bad that God would want me dead” (Hatfield and Lefley, 1993, p. 59.
Coping with emotions in florid schizophrenia usually result in either blunted or 
inappropriate affect. Some schizophrenic clients would exhaust their ability to feel, 
described as: “Nothing interests me any longer. I am wary of everything - to be interested 
in nothing is unsupportable; it makes me nervous. Nothing is worth the trouble of the 
effort. I can no longer even get angry, for nothing is worth getting angry about, and I am 
astonished when I see people have the courage to get angry” (Landis and Mettler, 1964, p. 
326). Others would exhibit inappropriate affect, which refers to incongruence between 
facial expression, speech and activity. This feature has been associated with 
schizophrenia since Bleuler (1911/1950), but has become increasingly debated in recent 
years. The debate arose because schizophrenic clients argued that their affect was 
congruent according to their phenomenological experiences, as exemplified by: “Half the 
time I am talking about one thing and thinking about half a dozen other things at the same 
time. It must look queer to people when I laugh about something that has got nothing to 
do with what I am talking about, but they don’t know what’s going on inside and how 
much of it is running round in my head. You see I might be talking about something quite 
serious to you and other things come into my head at the same time that are funny and this 
makes me laugh. If I could only concentrate on the one thing at the one time I wouldn’t 
look so silly” (Torrey, 1988, p. 37). This argument has also been strengthened by its 
compatibility with the following definition of affect “a transient, internal, subjective 
experience with external signals and signs that are available to an observer...the internal 
state and the external signals would be congruent with each other” (Hellewell and 
Whittaker, 1998). The current disagreement therefore centres around whether or not this
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feature is a symptom of schizophrenia. The experts think it is because its presence would 
imply perceptual and/or cognitive dysfunctions.
Schizophrenic clients also appear to suffer difficulties in dealing with other peoples’ 
emotions. The concept of expressed emotion (Leff and Vaughn, 1985) has been studied 
quite extensively, and the results showed that schizophrenic clients were more able to 
cope with positive than negative affect in others (e.g. Kuipers, 1994). Expressed emotion 
is graded as high or low dependent upon the number of critical comments made about the 
client, a global rating of hostility towards the client and emotional overinvolvement with 
the client (Clare and Birchwood, 1998). Schizophrenic clients tend to find high expressed 
emotion environments difficult to sustain as described by one client: “The largest problem 
I face...is my low threshold for handling other people’s intense feelings, especially 
negative ones” (Anonymous, 1989). Moreover, they often complain over difficulties in 
dealing with “... emotional non-verbal cues and feelings that may be hidden’” (Leete, 
1993, p. 119). Attempts to cope in difficult environments often end in social withdrawal 
or relapse, which could be explained by negative affect being perceived to threaten their 
existence, as these clients often suffer from low assertiveness (Bellack et al., 1990) and 
poor verbal defence skills (Bellack et al., 1992).
Behaviour in schizophrenia
Cognitive dysfunctions and variable coping abilities with emotions would inevitably 
affect schizophrenic clients’ communication skills and behaviours. The most favoured 
antecedent for communication difficulties is, at present, the loosening of associations. 
This process is believed to affect the client’s ability to think clearly and to produce 
coherent and intelligible speech, which has been described by one client as: “My thoughts 
get all jumbled up, I start thinking about something but I never get here. Instead I wander 
off in the wrong direction and get caught up with all sorts of things that might be 
connected with the things I want to say but in a way I can’t explain. People listening to 
me get more lost than I do” (Torrey, 1988, p. 18). Another, common complaint reported 
by schizophrenic clients is the difficulty they have in following and understanding
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conversations, particularly if more than one person is talking at the same time (Davidson, 
Stayner and Haglund, 1998). The aforementioned difficulties are thus likely to affect 
schizophrenic clients’ sociability, since they often are conscious of their impediments.
Sense of self in schizophrenia
The bizarre experiences that many schizophrenic clients have as a result of their 
symptoms, sometimes lead to peculiar verbal and non-verbal behaviours. Schizophrenic 
clients who act in response to hallucinations and delusions often appear strange to others. 
Such behaviours will, more often than not, act as barriers between the affected person and 
the outside world. Behaviours, like catatonia and sudden paralysis, sometimes occur in 
clients who are overwhelmed by external stimuli. These are thought to be the motoric 
equivalent to the mental shut dovm or ‘blanking of mind’. One client described it as: “I 
get stuck, almost as iff  am paralysed at times. It may only last for a minute or two but it’s 
a bit frightening.... Say I am walking across the floor and someone suddenly switches on 
the wireless, the music seems to stop me in my tracks and sometimes I freeze like that for 
a minute or two” (McGhie and Chapman, 1961, p. 106). The experiences that many 
schizophrenic clients have can also be quite devastating and frightening. They often make 
the affected person feel as though control of his/her own mind and actions has been lost, 
which affect their sense of self. The despair of such a situation has been described by 
McGrath (1984) as: “If I want to reach out to touch me, I feel nothing but slippery 
coldness yet I sense it is me.... My existence seems undefined - a mere image that I keep 
reaching out for, but can never touch” (p. 638). This illustration can be interpreted as a 
fragmentation or disintegration of the self, which has been described by the influential 
psychopathologist and phenomenologist Karl Jaspers (1913/1959) as being caused by a 
dysfunctional observer ego. By this Jaspers meant a disruption in self-awareness which 
had been caused by a dysfunction in the part of the ego that monitors our verbal and non­
verbal communication. This hypothesis has received support from Estroff (1989), a 
recovered schizophrenic who described schizophrenia as an “I am” disorder. She held 
that when the private world of the schizophrenic client comes into conflict with the way
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Other people perceive him/her, difficulties arise. The schizophrenic person is often 
overwhelmed by feelings of estrangement and alienation.
Furthermore, experiencing disintegration of the self may be distressing and difficult to 
understand for the person who goes through this process. It has been hypothesised that 
queries of own identity, and delusions of control and persecution are schizophrenic 
clients’ attempts to create meaning out of their strange experiences. Further, delusions are 
perceived by professionals as schizophrenic clients’ working hypotheses about their inner 
experiences. However, these working hypotheses are susceptible to external and internal 
influences, and are therefore changeable.
As outlined above internal and external stimulation can cause distressing experiences for 
schizophrenic clients. This has been suggested to result from misinterpretations of these 
stimuli (Jaspers, 1913/1959; Scharfetter, 1996). Henceforth, it would seem 
understandable that a schizophrenic client would withdraw from social interactions, in an 
attempt to minimise difficult situations and to avoid potential conflicts between her/his 
private and social worlds. Social withdrawal can also be viewed as a result of total 
immersion in internal activity, and that the schizophrenic client is not inclined to interact 
with the outside world. Leggatt (1986) found support for this hypothesis in retrospective 
accounts made by recovered schizophrenic clients. The results showed that schizophrenic 
clients were more distressed by their internal impairments, like thinking and feeling, than 
interpersonal difficulties when in an acute phase of schizophrenia. Following the acute 
phase, their distress turned to the sense of loneliness and interpersonal disabilities, as well 
as poor concentration, low motivation and confidence.
The reported immersion in internal activity is thought to obstruct the ability to understand 
the view of others (i.e. a dysfunctional observer ego; Jaspers, 1913/1959), which also 
incapacitates the ability to understand how own behaviours affect others. This 
dysfunction could then obstruct the appreciation of interpersonal relationships, and 
therefore possibly explain aggressiveness, self-destructiveness, inappropriate and isolating
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behaviours. Relatives who live with schizophrenic clients report these behaviours as 
stressful and difficult to cope with, rendering them likely to provoke interpersonal 
conflicts. Furthermore, it is possible to see how these behaviours could provoke hostile 
and critical responses in family members, which again can lead to an increased probability 
of the client decompensating and requiring hospitalisation (Leff and Vaughn, 1985). It 
has been suggested that schizophrenic clients sometimes bring on these behaviours 
themselves because they feel provoked by others’ ignorance. Moreover, some 
schizophrenic clients have also reported feeling unsafe talking to family members, as they 
fear their contributions will be perceived as invalid and unimportant (Campbell, 1989).
A further issue that could influence interpersonal relationships is dependency. The 
schizophrenic client may develop a negative view of her/himself due to the developmental 
tasks being disrupted by the schizophrenia. The result of social retardation is often that 
schizophrenic clients have small and dense social networks, where they predominantly 
rely on the immediate family for social interaction (Sullivan and Poertner, 1989). This 
process can be viewed as a viscous circle that needs to be broken in order for recovery to 
take place. Moreover, dependency issues relate to both parties in a relationship. It would 
therefore be important for family members to rid themselves of guilty feelings, which they 
may compensate for by behaving in ways that reinforce dependency on the client’s part. 
On the other hand, a schizophrenic client ought to learn to appreciate family members’ 
contributions as helpful and not always as obstructive. Acknowledging the 
interdependence and limits of autonomy is important for the process of recovery. The 
process is thought to be enhanced through better understanding of one’s own self, 
described by one client as: “Overall...I have good people as friends, and a fine family, and 
I am not forced into a position of taking on too much independence or of being too 
dependent. I am a unique and interesting person: I don’t always fit in with the world, but 
I think I add something to it. (Anonymous, 1989, p. 5).
The aforementioned difficulties associated with a schizophrenic disorder affect a client’s 
social functioning. This function has been shown to deteriorate, for both men and
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women, following onset of the disorder (Haas and Garratt, 1998). However, women tend 
to retain higher levels of social functioning than men, which may be related to women 
generally developing the disorder later in life than men. As a result women may have 
more opportunities than men to learn and to consolidate skills needed for higher social 
functioning (i.e. gain better pre-morbid functioning). Furthermore, pre-morbid 
functioning has been investigated quite extensively, and a positive relationship between 
family history, poor pre-morbid affective functioning in childhood and schizophrenia 
appears to be present (Foerster, Lewis, Owen, & Murray, 1991). The link to family 
history would suggest the presence of a genetic component to the disorder, but a 
discussion of this issue is beyond the scope of this review. The connection to poor 
affective functioning in childhood may indicate a longer symptom picture than initially 
thought, which “may have thwarted their opportunities for exposure to the normative 
social experiences involved in the transition from childhood to adulthood” (Neumann and 
Walker, 1998, p. 131). Additionally, if schizophrenic clients do suffer early deficits, then 
this could possibly affect how the brain and the central nervous system has matured 
(Walker, 1994). To date no satisfactory evidence supporting this hypothesis exists. 
Moreover, this hypothesis is also at odds with the, previously mentioned, commonly held 
view that women generally retain better social functioning than men following an onset of 
schizophrenia.
As outlined above the potential deficits characteristic of schizophrenia can affect various 
social skills needed to maintain an adequate level of social functioning. It is also possible 
to understand how all parts of human life could potentially be affected by schizophrenia, 
and how distressing this disorder can be for both the sufferers and for those around the 
affected persons. As aforementioned, all the areas that are affected by this disorder have 
implications for interpersonal relationships. The following part of this review will discuss 
how the therapeutic relationship may be affected by the disabling features of 
schizophrenia, and what strategies might be available for therapists when attempting to 
overcome these obstacles.
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The therapeutic relationship and schizophrenia
The therapeutic relationship was first mentioned by Freud (1913), and he emphasised its 
importance in curing clients of hysteria. Since then the emphasis put on the concept, both 
practically and theoretically, has been variable. Scientific enquiry into its importance 
started only in recent decades (e.g. Saltzman, Leutgard, Roth, Greaser, and Howard, 
1976), and research was initiated in an attempt to identify factors explaining how 
psychotherapy actually works. One researched aspect of the psychotherapeutic process is 
the concurrent experience of the therapeutic relationship (Orlinsky and Howard, 1986). 
At present available evidence exist which conclude that the quality of the therapeutic 
relationship is the most important factor in predicting psychotherapeutic outcome (e.g. 
Norcross, 1986; Frank and Gunderson, 1990). Clarkson’s opinion is: “The work lies in 
the creative space between, in the relationship.” (1996, p. viii). It would therefore of 
value to therapeutic practice that knowledge is obtained regarding how to engage elients 
suffering deficits in the interpersonal domain, like for example schizophrenic clients. 
Furthermore, good therapeutic relationships also tend to have wider effects, like 
enhancing medication compliance and general quality of life (McCabe, Roder-Wanner, 
Hoffmann and Priebe, 1999).
Therapeutic experiences with schizophrenic clients have identified these clients as 
difficult to engage in therapeutic relationships. Efforts ought be made to increase 
knowledge regarding facilitation of engaging difficult to treat clients can be facilitated 
(Frank and Gunderson, 1990). The ‘core conditions’ (i.e. empathy, unconditional positive 
regard, warmth and congruence) stipulated by Rogers (1957) were initially thought to be 
necessary and sufficient for both the development of the therapeutic relationship and for 
therapeutic change. However, today the core conditions are seen as necessary but not 
sufficient to create therapeutic change. Nevertheless, they are thought to facilitate the 
development of therapeutic relationships, and today most schools of therapy embrace 
these attitudes as invaluable assets in all therapist (Horvath and Symonds, 1991). The 
reason for this may be that the core conditions create an unthreatening atmosphere and 
therefore foster trust between people.
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Furthermore, to understand how the symptomatology, psychology, and sociology of 
schizophrenia may affect interpersonal interactions, investigation into relationship 
variables perceived as important for this client group would be necessary. A common 
fear reported by schizophrenic clients has been rejection by others due to the stigma 
attached to severe mental illness. Moreover, many experience a fear of being unable to 
converse because their experiences are perceived to be outside of the realm of normal 
experience. This can be illustrated by the following comment made by one client: “...you 
can’t talk to anybody about these things. Not only are these things hard to talk about, but 
if you admit to having any of these kinds of problems you are likely to get puzzled looks 
or face immediate and often final rejection...This is why persons with mental disorders are 
often passive, withdrawn, and avoid human contact” (Weingarten, 1994, p. 374). Leete 
(1989) also related this to relationships with professionals and she wrote: “Life is hard 
with a diagnosis of schizophrenia. I can talk, but I many not be heard. I can make 
suggestions, but they may not be taken seriously. I can report my thoughts, but they may 
be seen as delusions. I can recite experiences, but they may be interpreted as fantasies..” 
(p. 199). Therefore it would appear important for professionals and others to be aware of 
these issues and encourage schizophrenic clients to preserve relationships and support 
them when their efforts fail. Therapists should also account for what schizophrenic 
clients experience as a result of their symptoms, i.e. be aware of the confusion and 
disorientation schizophrenic symptoms can cause, and how difficult the associated 
experiences can be to articulate. One client highlighted the importance of such 
awareness: “My own inadequacy to use language to express what lies buried so deeply 
inside me...makes words a curse that blocks the proverbial light within the tunnel, and I 
am alone with my darkness... With each uncommunicated experience the darkness 
grows” (Ruocchio, 1991, p. 358). It may be that attempting to understand schizophrenic 
clients’ vulnerabilities to interpersonal interactions might lead to a feeling of being 
understood, supported and cared for by others. This may also encourage clients to 
develop and maintain relationships in general.
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Understanding schizophrenic experiences is considered a major challenge to any therapist. 
Some therapists argue that it is impossible to fully understand schizophrenic experiences 
because they are highly subjective and arising from a reality far removed from the 
therapist’s. In addition, any attempt to convey the observed pehnomena would include 
interpretations which would lead to a removal of the subjective truth (Davidson et al., 
1998). Others argue that it is possible to empathise with and understand schizophrenic 
experiences (e.g. Jaspers 1913/1959; Scharfetter, 1996). However, this particular process 
may be hampered by the heterogeneity of the schizophrenic disorder, defining it as a 
highly idiosyncratic experience. Support for the idiosyncracy hypothesis come from 
clinical observations of communications between schizophrenic. They seem unable to 
understand each others’ experiences, which suggest these are highly personal to each 
individual affected by the disorder (Scharfetter, 1996). However, another explanation 
could be that their understanding of each others’ experiences are impaired due to either 
perceptual and/or cognitive dysfunctions. Moreover, the idiosyncracity of the 
schizophrenic experiences can result in the therapists being met with sometimes very 
different objective and subjective symptom pictures. This heterogeneity has made the 
therapists’ tasks more difficult, because utilising past successful and unsuccessful 
therapeutic experiences in guiding therapeutic practice with this client group becomes 
difficult. However, previous experience can be useful in helping identifying schizophrenic 
clients’ narrative themes, which may then facilitate the process of linking these to 
schizophrenic psychopathology, and how such psychopathology was successfully and/or 
unsuccessfully treated in the past.
It could be that knowledge of specific and global levels of social dysfunction and their 
possible origin could benefit therapists when forming and maintaining therapeutic 
relationships with schizophrenic clients. A major factor in developing therapeutic 
relationships is the accuracy of the therapists’ psychological formulations. These 
formulations are based on information obtained from the clients or other sources, and will 
determine the therapists’ understanding of the clients. During assessments therapists 
spend much time listening to the clients’ stories, and the therapists’ aim is to convey to
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their clients that their concerns are being taken seriously and will be addressed during the 
course of therapy (Fowler, Garety and Kuipers, 1995).
Having an understanding of how perception can be distorted in schizophrenia may 
facilitate the therapist’s understanding of bizarre verbal and non-verbal behaviour. It may 
also indicate the individual client’s level of social disability. 60% of schizophrenic 
clients have been found to show signs of moderate to severe social disabilities (Johnstone, 
Crow, Owens and Frith, 1991). This suggests that potential benefits could be obtained by 
reducing the primary disability level as well as secondary distress caused by losing 
premorbid functions. It may therefore be important to have a range of different 
therapeutic approaches to draw from when working with clients suffering social 
disabilities due to schizophrenia. One approach which has become increasingly popular 
with practitioners is the psychoeducational approach (Fowler et al., 1995; Nelson, 1998). 
This approach may benefit clients who show some insight into their disorder, as it may 
provide some reassurance regarding the nature of the schizophrenic experiences. The 
objective of psychoeducational interventions could be for the clients to relate the 
objective information given about schizophrenia to their own subjective experiences. 
Furthermore, by discussing these experiences clients may find adapting to the life 
predicament caused by schizophrenia somewhat less stressful. However, clients who 
struggle with the meaning making of their own inner experiences as a result of their 
symptoms, may find it more useful to explore these experiences and their accompanied 
feelings, rather than being told facts about schizophrenia. In these situations empathie 
comments would possibly lower tension, and encourage the clients to share their inner 
experiences. Moreover, offering a rationale for therapy may also increase the likelihood 
of the client risking revealing subjective experiences to the therapist, because it may 
remove or ease their suspiciousness regarding the therapist’s intentions. It could be that 
following the development of a trusting therapeutic relationship, these clients might 
benefit from psychoeducational interventions.
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Clients who exhibit inappropriate circumstantial behaviour set different challenges for 
therapists. Developing therapeutic relationships with such clients may be enhanced 
through attentive listening and observation of each individual phenomenon, and by 
exploring these to identify whether or not the behaviours are congruent with the client’s 
thoughts and feelings. This process may subsequently facihtate formulating and 
hypothesising about what the clients might experience internally. For example, if Gray et 
al’s. (1991) theory is accurate, then ‘wordsalad’ could be explained by the loosening of 
stimuli associations, resulting from to an overwhelming amount of stimuli being 
processed at a conscious level, leading to incoherent and unintelligible speech, according 
to the same theory, muteness and catatonia could be explained as ways of coping with the 
amount and intensity of perceived stimuli. The underlying assumption of the intervention 
suggested above is that clients would feel understood if therapists verbal interventions 
resemble the clients’ inner feelings. They may then reciprocate an interest in developing 
therapeutic relationships. Furthermore, schizophrenic clients in acute schizophrenic 
phases are unlikely to sustain prolonged human interaction, and a possible reason could 
be hypersensitivity to external and internal stimuli and/or flooding of stimuli in the 
perceptual fields. Therefore, it would appear relationship enhancing to keep therapeutic 
contacts brief, as it may result in the clients feeling comfortable with the therapy they 
receive. Feeling comfortable may increase the likelihood that the schizophrenic clients 
would want to maintain therapeutic contact. The latter point has been strongly advocated 
by Jaspers (1913/1959) and Scharfetter (1996) as an important part in developing and 
maintaining compliance with therapy.
Furthermore, theories of how delusions and hallucinations are developed can also be 
helpful in understanding what schizophrenic clients experience internally. Delusions of 
control and persecution have been hypothesised to develop because clients feel they have 
lost control over their own minds and actions. This loss is hypothesised to result from 
processing overwhelming amounts of internal and external stimuli and/or 
misinterpretations of these stimuli (Gray et al., 1991; Gray, 1998). Such 
misinterpretations may lead to stimuli being attributed wrongful characteristics and
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intentions. It would therefore appear important not to argue with schizophrenic clients 
over the reality of the hallucinatory and delusional experiences in the developmental 
phase of therapeutic relationships. There seems to be three reasons for this. First, arguing 
is more likely to leave clients feeling misunderstood than understood, which would lessen 
the possibility of compliance with therapy. Second, the experiences clients recount are 
based within their schizophrenic realities and not within the therapists’ realities. The 
links to shared realities may therefore be subtle and well disguised by the exhibited 
symptoms, and thus difficult for therapists to identify. Third, as aforementioned, 
schizophrenic clients have difficulties in coping with emotionally charged interactions, 
particularly if hostility or negative feelings are involved. Challenging beliefs and/or 
hallucinations would therefore not be recommended before the therapeutic relationship is 
considered trusting and safe enough, because such interventions are not likely to foster 
feelings of safety and trust. Furthermore, it could also be beneficial to know the client’s 
threshold for emotional arousal in order to stay within these limits, before creating : 
situations where emotions are aroused.
Henceforth, a more successful technique than challenging, could possibly be to explore 
the experiences the clients perceive as real. The next step would then be to attempt to 
understand how these perceived experiences may have led to the creation of the present 
idiosyncratic explanations and meanings. Such exploration, if conducted in an empathie 
manner, could potentially convey two important aspects of therapy to clients. First, it may 
highlight that, as professionals, therapists are interested in their clients’ experiences, and 
second that these experiences need to be investigated in order to plan appropriate 
treatments. Moreover, schizophrenic clients sometimes appreciate that they perception of 
the environment has changed from the premorbid state. If this this occurs it could be 
worthwhile for therapists to acknowledge that the therapeutic encounter might be 
experienced differently as a result, and to also enquire about how the clients experience 
the therapeutic and other encounters. The initial therapeutic aim is for the clients to feel 
respected and accepted as persons, and to initiate a reciprocal trusting therapeutic 
relationship.
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Furthermore, exploring the different processes of meaning making in which schizophrenic 
clients engage, may also provide therapists with information regarding their clients’ 
deductive reasoning and cognitive abilities. Such insight may prove to be invaluable 
when determining the mode of therapeutic intervention. It could also affect the goals of 
therapy, as well as to help establishing what parameters that would determine whether or 
not therapy ought to be considered successful or unsuccessful.
However, exploration of inner experiences and the meaning making process may prove 
difficult when attempting to engage schizophrenic clients who suffer from severe 
suspiciousness, paranoia and persecutory feelings. Engaging clients like these in therapy 
sets a major challenge to therapists. It would appear important for the therapists to 
respect the schizophrenic clients’ feelings of hostility towards people but still persistently 
offer enough contact to allow them to form pictures of their therapists in their minds. It is 
possible to hypothesise that if the clients do not feel threatened and they feel their feelings 
have been respected and validated, the images created of the therapists would be positive, 
rather than forming parts of delusional thoughts of persecutory nature. Fowler et al. 
(1995), who devised a cognitive behavioural treatment manual for psychosis, suggested 
that when therapeutic relationship difficulties occur, as a result of clients’ misattributions 
of therapists motives and intentions, these should be immediately and explicitly 
acknowledged and dealt with. They continue that feedback from the therapists, and 
sometimes limited self-disclosure, may correct any delusional beliefs created by clients 
about therapists. Furthermore, they also highlight that schizophrenic clients who create 
delusional beliefs about their therapists, do so because of not feeling that their concerns 
are appreciated and dealt with in a serious manner. Henceforth, inclusion in delusional 
beliefs should remind any therapist that the therapy may have side-tracked from 
discussing clients’ deepest concerns. It would also be important for therapists to be alert 
and sensitive to schizophrenic clients’ narratives, as these narratives could be used as 
measures for how well clients feel cared for and understood by their therapists.
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Another explanation of inclusion in delusional beliefs comes from the psychodyanmic 
perspective. Within this approach such inclusion is seen as signs of unresolved conflicts 
and therefore as transferential material which needs working through. However, this 
hypothesis appears to be mistaken as research has found that psychodynamic therapy has 
been largely unsuccessful in treating schizophrenic clients (Roth and Fonagy, 1996). 
Benedetti (1980), himself a psychoanalyst, claimed that the traditional way of handling 
transference issues was too anxiety provoking for schizophrenic clients. He also held that 
such interventions were more likely to cause activation of acute symptomatology, because 
the arousal of emotions would be perceived by clients as overwhelming and too intense. 
In addition, another psychodynamic intervention that should be used with caution is the 
low level of therapist activity, because schizophrenic clients may interpret such behaviour 
as therapist criticism and hostility, which may trigger reactions resembling those 
associated with expressed emotion in families (e.g. Kuipers, 1994). Benedetti (1980) has 
also come to advocate how important it is for the therapist to understand the significance 
of the psychotic area of reality, and to be with the clients in the sometimes terrifying 
symptom-experiences without rationalising or interpreting their experienced fear. These 
interventions resemble the psychodynamic concepts of ‘the holding environment’ 
(Winnicott, 1965) and ‘containment’ (Bion, 1978).
Emotions in therapeutic relationships with schizophrenic clients may have to be dealt 
with in a different way than those of non-schizophrenic clients. The aforementioned 
research into affect and schizophrenia has shown that schizophrenic clients exhibit poor 
abilities in processing dynamic and static emotional states. Such an impairment is likely 
to have direct effects on interpersonal relationships, and thus also impede on therapeutic 
relationships with this client group. The reason for this is that the clients may 
misinterpret the therapists’ affective states. These misinterpretations can then lead clients 
to feel confused regarding therapists’ motivations and intentions, and thus potentially 
evoke paranoid feelings in clients. Therefore, it would appear pivotal to address 
misinterpretations like these in order to prevent the detrimental effects they might have on 
the quality of therapeutic relationships.
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The above may be related to an impairment in the ‘normal’ process of using past 
experience in guiding new ones. Human beings usually learn form their experiences 
through an ability to reflect upon own actions, thoughts and emotions (i.e. the role of the 
observer ego, Jaspers, 1913/1959), this means that human beings are able to mentally 
represent themselves to themselves (Wilkinson and Campbell, 1997). This process is 
essential to individuals because it offers an opportunity to picture how other people may 
perceive them. Hence, it becomes possible for individuals to predict with some level of 
accuracy how other people will react to their actions, thoughts and feelings. This is a 
process that requires high levels of social skill, suggesting that it may be impaired in 
schizophrenic clients, since these tend to have quite low levels of social skill (Mueser and 
Bellack, 1998). Furthermore, it also suggests that schizophrenic clients live in a world 
that they perceive as highly unpredictable and therefore quite threatening. It could 
therefore also be that schizophrenic clients abilities to predict therapists’ emotions and 
affects within therapeutic relationships are jeopardised. Further, it could therefore be 
necessary that therapists are explicit about their affective states and explain to their clients 
how they feel, in order to minimise potential affective misinterpretations, and/or reduce 
clients’ levels of distress due to the unpredictability of the therapeutic situation. It is also 
possible that explicitness and honesty on the therapists’ parts will foster trust and rapport 
(Beck, Rush, Shaw and Emry, 1979; Fowler et al., 1995), and also to help create 
therapeutic relationships where schizophrenic clients can, via trial and error, learn to re­
interpret previous misinterpretations of affects and emotions. Such openness in 
therapeutic relationships may also make the clients feel that their interpersonal difficulties 
are better understood, and therefore feel more comfortable about sharing the effects the 
therapists’, and others’, emotions have on them.
Conclusion
This review has been concerned with how the impairments characteristic of schizophrenia 
may affect therapeutic relationships with this client group. As mentioned earlier, little 
research exists where therapeutic relationships with schizophrenic clients have been 
investigated. Despite efforts from practitioners working within a wide variety of
Research dossier - literature review 101
psychological approaches, therapeutic interventions that facilitate engagement of 
schizophrenic clients in therapeutic relationships have not been empirically established. 
Therefore, the main obstacle posed for therapists by schizophrenic clients still remains. 
However, knowledge aquired from therapeutic relationship research with non-psychotic 
clients have concluded that feeling understood and being able to trust their therapist rate 
high amongst variables facilitating the development of positive therapeutic relationships 
(Horvath and Symonds, 1991). The latter part of this review intended to discuss potential 
therapeutic strategies to overcome schizophrenic symptomatology that could interfere 
with the development of therapeutic relationships. The strategies which appear to have 
been most successful, from a theoretical point of view, are embedded within 
phenomenological psychology. Phenomenological therapists are interested in individual 
phenomena, and the meanings each client attaches to their subjective experiences. This 
approach seems compatible with the ethos of counselling psychology, as it focuses on ‘the 
person’ suffering from this, sometimes, devastating disorder. It also appears to ‘re­
introduce’ the person behind the disorder, who seems to have been somewhat lost in the 
increasingly manualised treatment innovations for schizophrenia (e.g. social skill training, 
e.g. Kopelowicz, Corrigan, Schade, and Liberman, 1998; and cognitive-behavioural 
therapy for psychosis, e.g. Nelson, 1998). Moreover, counselling psychologists are also 
less interested in diagnosis, quantification and objectivity than other branches of 
psychology, and could therefore offer valuable contributions to the future developments 
of therapeutic methods for schizophrenic clients. The particular therapeutic techniques 
highlighted in this review are mainly attentive listening, sensitivity to non-verbal 
communication, and careful exploration of clients’ experiences. These techniques are 
frequently used by counselling psychologists in everyday practice, because the nature of 
such interventios appear to be non-threatening, fostering trust, accept and respect, as well 
as making clients feel understood. Furthermore, these techniques also seem to echo what 
Davidson et al. (1998) highlighted as important: “..tolerance and acceptance of 
idiosyncrasies and differences, understanding, compassion, clarity in communication and 
expectations, a focus on their strengths and competencies and respect for them as 
individuals” (p. 113).
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Although, most of the research referred to above has been carried out with client 
populations presenting with mild to moderate interpersonal difficulties, it is possible to 
hypothesise that these findings would be generalisable to clients suffering from severe 
interpersonal dysfunctions, like schizophrenic clients. However, future research is needed 
in order to evaluate whether or not such a generalisation is valid. Research into 
therapeutic relationship variables appear to lend itself well to qualitative investigations. 
Such research could therefore be valuable in identifying variables schizophrenic clients 
find necessary in order to invest time and effort in developing relationships with their 
therapists. Therapeutic effectiveness could be evaluated by gathering objective data. The 
importance of research like this can be extrapolated from a statement given by a 
schizophrenic client: “I often felt at odds with my therapist until I could see that he was a 
real person and he related to me and I to him, not only a patient and therapist, but as 
human beings. Eventually I began to feel that I too was a person, not just an outsider 
looking in on the world. For a patient and therapist to work together so closely for so 
many years, they must establish a bond that is professional, certainly, but also based on 
the commonality of humanness that exists between people” (Anonymous, 1986, pp. 69- 
70).
Yet, questions remain as to how comparable results from therapeutic relationship research 
in psychiatric settings are to similar research carried out in psychotherapeutic settings. 
The reason for this is that therapeutic relationships in psychiatric settings are usually 
multiplistic, whereas in psychotherapy they are usually dyadic. This is a problem which 
needs to be addressed, if comparability is desired. Despite this problem research into 
therapeutic relationships in psychiatry is warmly welcomed as it may provide therapists 
with new information regarding how to treat clients who suffer from severe mental 
illnesses, such as schizophrenia.
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The level of social skill in schizophrenic clients and its relation to the 
quality of therapeutic relationships developed with this client group
Abstract
This investigation was aimed at establishing whether or not there is an association 
between schizophrenic clients’ levels of social skill and the quality of the therapeutic 
relationships they establish with their therapist. Seventeen client-therapist dyads were 
recruited from long-stay rehabilitation wards and each participant was asked to complete 
two questionnaires, one measuring client’s level of social skill and the other measuring 
the quality of the therapeutic relationship. The participants were also asked to answer 
two questions regarding the helpfulness of therapy. Clients’ global levels of social skill, 
representing basic communication skills, were not found to be associated with the 
quality of the therapeutic relationships in either the client or the therapist sample. 
Furthermore, perceptions of the helpfulness of therapy were not found to be related to 
the clients’ level of social skill, but were highly related to the quality of the therapeutic 
relationship. This indicates that factors other than a client’s level of social skill affect 
the development of a therapeutic relationship and its quality. The implications of the 
findings from this study are discussed in relation to existing theories of therapeutic 
relationships and counselling psychology practice.
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Introduction
Schizophrenic disorders are considered by many mental health practitioners to be 
biologically determined, and therefore viewed as only treatable by medical interventions 
(Wykes, Tarrier and Lewis, 1998). Although attempts to treat schizophrenic clients by 
psychological interventions have almost as long a history as psychotherapy itself, it is 
only recently that these have started to be taken seriously. Psychological interventions 
for schizophrenia have in the past largely been shown to be inefficient (Roth and 
Fonagy, 1996), but the innovation of new treatments drawing upon information 
processing, cognitive science, behavioural, developmental and social psychology appears 
to be altering the view that psychological intervention cannot improve schizophrenic 
clients’ quality of life, level of social disability and symptomatology (Wykes et al., 
1998).
Social skill
A  possible reason for this change is that developments in psychological theories have 
enabled psychologists to more accurately identify the cognitive, behavioural and social 
deficits schizophrenic clients suffer from (American Psychiatric Association, 1996), and 
thus to develop psychological interventions that target these deficits. Social function 
deficits have become core diagnostic criteria of schizophrenia, and disable schizophrenic 
clients to varying degrees. Such deficits are thought to be mediated by positive (i.e. 
hallucinations and delusions) and negative (i.e. amotivation, social withdrawal, self­
neglect, mannerisms and blunted affect) symptoms (APA, 1996), although the 
association between social function and negative symptoms is stronger than between 
social function and positive symptoms (Bellack, Morrison, Wixted and Mueser, 1990; 
Mueser, Bellack, Douglas and Wade, 1991; Lysaker, Bell, Zito and Bioty, 1995). 
Deficits in social function are linked to dysfunctions in a person’s social skills, which are 
usually assessed, in research, through role-plays. This procedure has been favoured by 
many researchers because of uncertainties about schizophrenic clients’ abilities to assess 
their own social function (Wilkinson, 1985). At present, definitions of social skill vary 
from the broad to the specific. In broad terms, social skill is defined as ‘all behaviours 
that help us to communicate our emotions and needs accurately and allow us to achieve 
our interpersonal goals’ (Liberman, DeRisi and Mueser, 1989, p. 3). Hersen and Bellack
Research dossier - research report 113
(1977) have offered a more specific definition, namely the ‘...ability to express both 
positive and negative feelings in the interpersonal context without suffering consequent 
loss of reinforcement. Such skill is demonstrated in a large variety of interpersonal 
contexts and involves the coordinated delivery of appropriate verbal and non-verbal 
responses. In addition, the socially skilled individual is attuned to the realities of the 
situation and is aware when he is likely to be reinforced for his efforts’ (p. 512). The 
latter definition is compatible with the division of social skill into four areas; non-verbal 
skills, paralinguistic elements, verbal content, and interactive balance (Mueser and 
Bellack, 1998).
Non-verbal skills convey information regarding mood and level of engagement during 
an interaction through eye contact, facial expression, gesturing, and body orientation. 
The paralinguistic elements are related to speech and include tone of voice, loudness, 
inflection, pitch, and rate of speech; these give information about level of interactive 
involvement and affect (Mueser and Bellack, 1998). The verbal content is indicative of 
level of articulation, and efforts of communication are assessed by researchers by the 
choice of words and phrases (Liberman, 1982), as opposed to the style and manner in 
which the words and phrases are conveyed (Mueser and Bellack, 1998). Finally, 
interactive balance refers to response latency and amount of time spent talking as 
opposed to listening. Conversational ease and satisfaction are dependent on the 
participants’ give-and-take skills (Mueser and Bellack, 1998).
Schizophrenic clients suffer deficits in social skill, but it is not known whether these 
deficits are due to perceptual or cognitive impairments (for further elaboration, see 
Olsen, 1998). Deficits in any of the above skills and/or abilities will affect the clients’ 
abilities to engage appropriately in interpersonal interactions, suggesting that the 
therapeutic relationship will be affected. Before discussing how these deficits may 
impinge upon therapeutic relationships with schizophrenic clients, an overview of the 
existing research into therapeutic relationships will be given.
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The therapeutic relationship
Although the therapeutic relationship has been viewed as important since the time of 
Freud (1912/1958), empirical research into the concept was first pioneered by Rogers 
and his collaborators (1951). They hypothesised that if a therapist offered facilitative 
conditions, like empathy, unconditional positive regard, warmth and genuineness, this 
was necessary and sufficient to create therapeutic change for clients with a variety of 
psychological complaints. However, cumulative research has since found that the 
facilitative conditions are necessary but not sufficient for therapy to be effective (Parloff, 
Waskow and Wolfe, 1978; Horvath, 1995). However, these conditions are likely to have 
an indirect effect on the therapeutic outcome since they impact upon the quality of the 
therapeutic relationship established between therapist and client (Gelso and Carter, 1985; 
Horvath and Symonds, 1991). These findings encouraged sceptics to formulate and 
research alternative hypotheses (e.g. Eysenck, 1952), and this research concluded that 
the facilitative conditions only accounted for a small part of the total variance of the 
therapeutic outcome (Gelso and Carter, 1985), and that the determining factors of 
therapeutic effectiveness were more complex (Horvath and Symonds, 1991).
However, investigations into therapeutic relationships have reliably found that a good 
therapeutic relationship is associated with positive therapeutic outcomes (Horvath, 
1995). One major drawback in this body of research is the lack of a pantheoretical 
definition of the therapeutic relationship, which all schools of therapy agree upon, and 
this compromises efforts to reliably compare research findings (Henry, Strupp, Schacht 
and Gaston, 1994). Still, the pantheoretical conceptualisation that has received most 
attention is Greenson’s (1967). He deconstructed the concept of the therapeutic 
relationship into three interrelated components; a working alliance, a transference 
configuration and a real relationship. The working alliance is defined as the client’s 
motivation and ‘ability to work in the analytic situation’ (Greenson, 1967, p. 157). The 
transference configuration is an inappropriate repetition of past experience; and the real 
relationship is the part of the therapeutic relationship which is based on reality and not 
on transference. Greenson’s theoretical framework has been used as a basis for 
investigations into the therapeutic relationship in a significant amount of recent research 
(Gelso and Carter, 1985), and was further developed by Bordin in the 1970s. Bordin
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further deconstructed the concept of the working alliance into three components: an 
emotional bond between the therapist and client, referring to interpersonal attachments; 
an agreement on the goals of the therapeutic endeavour; and finally an agreement about 
the tasks required to reach the goals (Bordin, 1979). Furthermore, Bordin viewed the 
working alliance as a shared enterprise between the two participants in the alliance, and 
he emphasised that both participants make contributions to the work. Following the 
acknowledgment of the complexities of a therapeutic relationship, researchers 
endeavoured to include client, therapist and interactional variables into the scientific 
inquiry.
Many client-demographic variables have been thought to impact upon the relationship 
(Garfield, 1994), but nevertheless the most enlightening findings have come from 
research into non-demographic variables, like interpersonal skills (e.g. Kokotovic and 
Tracey, 1990), intrapersonal dynamics (e.g. Piper, Azim, McCallum, and Joyce, 1990), 
and diagnostic features (e.g. Luborsky, Crits-Cristoph, Alexander, Margolis and Cohen, 
1983). Clients’ interpersonal skills include abilities to develop supportive family and 
social relationships, and abilities to cope with stressful life events. It is thought that the 
qualities of these relationships are strongly influenced by the quality of childhood 
attachment to primary care givers (Ainsworth, 1969; Collins and Read, 1990; 
Mallinckrodt, 1992). Interpersonal dynamics account for a client’s ability to successfully 
communicate their own emotional needs, and it has been shown that children who 
develop this ability usually have a representation of relationships as flexible and 
repairable, while also developing a sense of self-efficacy (Tronick, 1989).
Unsurprisingly, a therapist’s non-demographic variables are also more informative than 
the demographic, and recent research has found that therapists who exhibit low levels of 
self-directed hostility are better able to emotionally connect with their clients, and also to 
offer them more support (Dunkle and Friedlander, 1996). The level of self-directed 
hostility is determined by the quality of a therapist’s own early interactions with others, 
and the therapist’s emotional attachment to clients is uniquely predicted by both the 
therapist’s social network (Cutrena and Russell, 1987) and ability to develop close 
relations with others (Collins and Read, 1990).
Research dossier - research report 116
The interactional variables in a therapeutic relationship are more subtle and difficult to 
investigate, but Safran, Muran, and Wallner Samstag (1994) found that the relationship 
was enhanced if the client’s past negative relational experiences were not re-enacted but 
instead worked through. Furthermore, the therapist’s ability to fulfill the client’s 
empathie needs and validate any negative experiences, in combination with the client’s 
ability to affirm the therapist’s experience in the therapeutic setting, were found likely to 
foster mutual understanding (Safran, Crocker, McMain and Murray, 1990).
Since very little is known about the factors involved in the development of good 
therapeutic relationships with schizophrenic clients, the existing knowledge from 
research with non-schizophrenic clients may be used as guidelines. The following will 
discuss how this knowledge can potentially help practitioners develop good therapeutic 
relationships with schizophrenic clients.
Interpersonal deficits and the therapeutic relationship
The impact the inter- and intrapersonal client variables have on the establishment of 
therapeutic relationships with schizophrenic clients can be difficult to assess, as 
interpersonal difficulties are diagnostic of schizophrenia and thought to originate from 
the disorder’s symptomatology (Luborsky et al., 1993) rather than by poor object 
relations (Klein, 1946). Any anxieties caused within the therapeutic relationship due to 
close human proximity, are best dealt with through containment (Bion, 1978), as this is 
likely to keep the emotional arousal within tolerable limits (Fowler, Garety and Kuipers, 
1995). Moreover, if a schizophrenic client comes from an environment where carers 
have shown high levels of hostility towards and over-involvement with the client (e.g. 
Leff and Vaughn, 1980), awareness of this is important for any therapist as it will impact 
upon the development of a therapeutic relationship and the therapeutic process. In such 
circumstances the therapist’s objective is to offer the schizophrenic client different and 
more positive experiences of interpersonal interactions. Another issue the therapist 
ought to be aware of when developing therapeutic relationships with schizophrenic 
clients is their acute sensitivity to negative or hostile feelings in other people (Hatfield 
and Lefely, 1993). Schizophrenic clients report finding these sentiments difficult to cope
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with and as a result often withdraw from the interaction, reinforcing negative 
symptomatology.
Furthermore, due to the symptomatology of schizophrenia, it would seem beneficial to 
be as open, simple and collaborative as possible, in order to promote trust. The objective 
is to avoid, as far as possible, that the client develops paranoid beliefs about the 
therapist. This may be one reason why cognitive-behavioural therapy for psychosis has 
shown some positive results (Roth and Fonagy, 1996; Wykes et al., 1998). Certain 
therapists may find it difficult to empathise with schizophrenic experiences because of 
their ‘unrealness’. Therefore, a thorough assessment is important because it permits the 
therapist to understand the client’s subjective psychotic experiences and the likely 
complexity of the associated problems. This will lead to a formulation that accounts for 
the heterogeneity of schizophrenic presentations, and partly determine therapists’ 
expectations of the clients and their need to modify the therapeutic technique. However, 
it is important to remember that these experiences are real for the client, and if insight 
into illness is limited then it is advisable to work within the client’s delusions. This 
approach may be especially valuable in the initial stages of therapeutic contact as it is 
thought to enhance the development of a therapeutic relationship (Fowler et al., 1995; 
Nelson, 1998). Finally, the schizophrenic client’s ability to acknowledge the therapist’s 
experience in the therapeutic relationship may be questionable if the client shows little 
insight into the symptoms of the disorder. On the other hand, schizophrenic clients who 
show some understanding of their own experiences and symptoms are often explicitly 
concemed about and acknowledge how strange the experience may be for the therapist.
Successful engagement of schizophrenic clients may therefore require the ability to 
adjust therapy according to the individual client’s skills and capabilities. Such treatment 
modification was mentioned by Fowler et al. (1995) as being important, but research has 
not been carried out to investigate how able therapists are to modify therapeutic 
interventions and to adjust to the client’s level of ftmctioning, and whether or not 
adaptiveness facilitates the development of therapeutic relationships. However, the 
therapist’s ability to adapt would seem an important variable when establishing 
relationships with schizophrenic clients. This ability will assumably range from very
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good to very poor amongst therapists, and may be linked to therapist rigidity and 
flexibility.
Recently efforts have been made to investigate therapeutic relationships with 
schizophrenic clients, and the findings suggest that this client group is difficult to 
engage and frequently drops out of therapy (Frank and Gunderson, 1990). This sets a 
major challenge to therapists since engagement in a therapeutic relationship is known to 
have greater effects on therapeutic outcome than therapeutic technique (Horvath and 
Symonds, 1991). Research is therefore needed to identify factors that will promote 
engagement.
The present study
The present study was designed because of the apparent lack of understanding of the 
factors that are involved in good and poor relationships with schizophrenic clients, 
notwithstanding the extensive knowledge of relationship variables with non­
schizophrenic clients. In addition, therapists have long known that schizophrenic clients 
suffer social skill deficits and often have interpersonal difficulties, yet no efforts have 
been made to investigate the interaction between social skill and interpersonal 
relationships, and its potential implications for psychological interventions. Since most 
schools of therapy accept that any therapeutic relationship incorporates a working 
alliance (Clarkson, 1996), this concept, as elaborated by Bordin (1979), was chosen to 
represent the therapeutic relationship in this investigation.
This investigation will attempt to establish whether there is a relationship between the 
level of social skill and quality of the therapeutic relationship that is developed. 
Furthermore, the clinical relevance of such knowledge for counselling psychology 
practice with the schizophrenic client group will be discussed. The aforementioned will 
be investigated by posing the following research questions:
- In psychotherapy with schizophrenic clients, is the quality of the working alliance 
associated with the client’s level of social skill/social functioning? If such an association 
is found, then how strong is it?
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- Are schizophrenic clients able to assess their own social skills accurately, as compared 
with their therapists’ experiences of them in the social situations of therapeutic 
relationships?
- Is therapy perceived as helpful or unhelpful by the client and the therapist? If therapy 
is perceived to be helpful by both therapist and client, how is it helpful?
The investigation into the above research questions is based on the following research 
hypotheses:
- A good working alliance is associated with high level of social skill/social functioning.
- Schizophrenic clients are able to assess their own level of social skill accurately.
- In poor working alliances, or where the client is rated with low levels of social 
skill/social functioning, the therapy is not perceived as helpful by either therapist or 
client. In good working alliances, or where the client is rated with high levels of social 
skill/social functioning, the therapy is perceived as helpful by both therapist and client
Method
Sample and recruitment procedure
A convenience sample was recruited from three psychiatric hospitals in Norway, where 
both in- and out-patient facilities are available for clients between 18 and 67 years of 
age. The researcher only recruited participants diagnosed with schizophrenia or who 
suffered prodromal/residual symptoms of schizophrenia in accordance with ICD-10 (see 
appendix I). The diagnosis was made by the client’s consultant psychiatrist and 
ascertained by a second consultant psychiatrist.
The researcher recruited 17 client-therapist dyads, where some therapists had more than 
one client. The client sample consisted of 8 females and 9 males, and their mean age 
was 44.7 years (sd = 12 years, range 25-66 years, see appendix II). All participating 
clients were taking neuroleptic medication, either orally or through depot injections and
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came from long-stay rehabilitation wards. The therapist were psychiatrists (6) and 
clinical psychologists (6), all of whom had more than two years experience working with 
schizophrenic clients. The therapists, both psychiatrists and psychologists, recruited in 
this study characterised themselves as either offering their clients cognitive-behavioural 
therapy (10) or integrative therapy (mainly drawing from psychoanalytic, cognitive and 
humanistic psychology) (2). In order to obtain a sample that was as representative as 
possible of the clinical population, all therapists of clients suffering from schizophrenia 
were approached and told about the investigation before being asked to participate. If 
the therapist agreed to participate, the respective clients were then approached by the 
therapist, via their key-workers, in order to maintain the confidentiality of those clients 
who did not wish to participate in the investigation. This procedure also ensured that 
minimal pressure was put on the clients by the therapist, and that the therapeutic 
relationship was affected as little as possible in the recruitment phase. If participation 
was desired by both client and therapist, the researcher met with them together and went 
through the implications of participation as well as highlighting the right to withdraw at 
any time during the investigation. The participants received written confirmation that 
neither their therapy nor work circumstances would be affected by a decision to 
withdraw from the investigation at any stage (see appendix III).
Test materials
The Social Skills Inventory (SSI; Riggio, 1989, see appendix IV) was chosen to measure 
the client’s level of social skill, as it is the only test that measures the 
multidimensionality of social skill. The inventory is a self-report questionnaire of social 
skill, and was completed by the clients. Moreover, since there is some uncertainty with 
regard to how accurately a schizophrenic client is able to rate their own social skill, the 
therapist also completed the same questionnaire in relation to their client’s social skill. 
The SSI is a 90-item inventory, which was developed to assess basic social 
communication skills. It measures skills in six domains, with 15 items relating to each 
domain which in combination give an overall indication of total social competence. The 
domains are: emotional expressivity (ee: non-verbal communication of emotional 
messages), emotional sensitivity (es: reception and interpretation of non-verbal 
communication), emotional control (ec: control and regulation of emotional and non-
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verbal display), social expressivity (se: verbal expression and ability to engage others in 
social discourse), social sensitivity (ss: interpretation of others’ verbal communication), 
and social control (sc: role-playing and social self-presentation skills). The 
questionnaire is answered by using a 5-point Likert scale, where the anchors are ‘not at 
all like me’ (1) and ‘exactly like me’ (5), indicating how applicable the description is to 
the respondent, and the therapist’s view of the client. Out of the 90 items, 32 items have 
reverse scores. The score in each domain ranges between 15 and 75. The clients were 
rated, according to the standard ranges of social skill, as having low, medium or high 
levels of social skill based on the total SSI score. The reliability scores for the domains 
range between 0.81 and 0.96, and the reliability of the total SSI score is 0.94 (Riggio, 
1989). The SSI has been tested for convergent and discriminant validity in a number of 
studies and has shown predicted validity patterns (Friedman, Prince, Riggio and 
DiMatteo, 1980). The completion time ranged from 30 to 45 minutes.
The Working Alliance Inventory (WAI; Horvath and Greenberg, 1984; see appendix V) 
was chosen to assess the quality of the therapeutic relationship, as it represents a pan- 
theoretical conceptualisation of this relationship. The inventory is a self-report 
questionnaire and both client and therapist completed the inventory to enable 
concordance rates to be calculated. The WAI is a 36 item instrument, and it was 
developed to identify variables affecting the degree of therapeutic success. It measures 
the quality and strength of the therapeutic relationship in three domains; task, bond and 
goal (Bordin, 1979), which give a total score indicating the overall quality and strength 
of the therapeutic relationship. The questionnaire is answered by using a 7-point Likert 
scale where the anchors are ‘never’ (1) and ‘always’ (7), indicating how applicable the 
description is to the respondent. 14 of the 36 items require reverse scoring, and the score 
in each domain ranges from 12 to 84. The quality of the therapeutic relationship as 
measured by the WAI is categorised as good or poor, with a cut-off point at 126. Scores 
above 126 indicate a good therapeutic relationship and scores below 126 indicate a poof 
therapeutic relationship. The reliability scores for the domains range between 0.66 and 
0.74 (Plotnicov, 1990), and the reliability for the overall score ranges between 0.84 and 
0.93. The WAI has been tested for convergent and discriminant validity and the results
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show an expected pattern (Horvath and Greenberg, 1994). The completion time ranged 
from 10 to 15 minutes.
Qualitative data
Written responses to two questions regarding how helpful therapy is perceived to be, and 
in which ways it has been helpfiil, were obtained from both clients and therapists (see 
appendix VI). The qualitative data are considered to reflect the meaning the participants 
attach to this issue. Completion time ranged from 2 to 10 minutes.
Translation
Since the study was carried out in Norway, both the SSI and the WAI had to be 
translated into Norwegian. This was done by an authorised translator and the Norwegian 
version was then back-translated by another authorised translator. This was done in 
order to satisfy the researcher’s need to know that the same constructs were being 
assessed. The qualitative data was also translated into English by an authorised 
translator. The translators were approved by the Ethical Committee for Medical 
Research in Norway.
Procedure
All participants were given the test instruments and questions in a separate room on their 
own, with only the researcher present. The tests and the two questions were 
administered in a counterbalanced way. 6 randomly selected client-therapist dyads were 
given the SSI first followed by the WAI and the questions; another 6 randomly selected 
clients were given the WAI followed by the questions and the SSI; and finally another 5 
clients were given the questions followed by the SSI and the WAI. This procedure was 
followed to minimise the possibility of fatigue confounding the data. Some client 
participants found it difficult to read the questionnaires, and asked the researcher for 
assistance. The researcher then offered help in reading the questions aloud, but no 
further guidance or help were offered. The absence of additional assistance was 
explained to the participant by stressing the objective of studying their perceptions and 
feelings as opposed to those of the researcher. All participants who were in need of 
assistance accepted this explanation.
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The answers given by the client and therapist in a dyad were kept confidential from each 
other in order to minimise the potential effects on the therapeutic relationship.
Ethical considerations
Ethical approval was sought and obtained from the regional Ethical Committee for 
Medical Research in Norway, under whose auspices the three hospitals fall. Steps were 
taken to ensure that all professionals involved with the hospitalised clients were aware of 
their participation in the research, in case adverse reactions emerged in the aftermath of 
the meeting with the researcher. The clients were made aware of this. If a client 
requested that family members be informed about her/his participation in the research, 
this was promptly done by the researcher. The researcher did not experience any 
difficulties concerning the clients’ relatives. The researcher also requested that any 
adverse reactions or events in connection with the research be reported to her, yet no 
such information emerged.
Confidentiality was protected by giving participating dyads corresponding numbers (i.e. 
client - la  and therapist - lb), in order to avoid using names in the research. The 
identifying raw data were destroyed when anonymous computer-files had been created. 
The participants had opportunities to ask questions regarding the research and to discuss 
any concerns raised by the proposed research at any time before and after the data 
collection.
Data analysis
Quantitative data
The two questionnaires involve Likert scales and give ordinal data. Hence, non- 
parametric tests (i.e. Spearman’s correlation and Wilcoxon Signed Ranks Test) were 
applied to analyse the data as assumptions about normal distribution and homogeneity of 
variance could not be made. To support this choice both data sets were tested for 
skewness and kurtosis. The basic communication skills showed a normal distribution, 
but the domains of the working alliance for both sample groups appeared to be either 
positively or negatively skewed (see appendix VII). The results are given in Table 1.
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Clients Therapists
Skewness
z-value
Kurtosis
z-value
Skewness
z-value
Kurtosis
z-value
Task -7.496* 15.992* -7.496* 15.992*
Bond ** ** ** **
Goal -4.745* 5.118* -7.496* 15.992*
Quality o f relationship ** ** -7.496* 15.992*
* only z-values exceeding +/- 3.96 are included 
** could not be calculated as SD = 0
Qualitative data
Thematic content analysis, as outlined by Krueger (1994), was applied to the data 
concerned with helpfiilness of therapy. The process of thematic content analysis 
involved identification of commonalities or ‘themes’ in the responses that capture 
particular concepts and qualities. Theme identification required the researcher to 
become familiar with the responses by reading them repeatedly and making notes 
highlighting key themes. This process allowed the researcher to summarise themes and 
make initial interpretations of these. The initial interpretations were later cumulated and 
common themes were extracted. The frequency of each theme was established, in order 
to establish how common these experiences are among the schizophrenic clients and 
their therapists.
Results
Quantitative data
In order to identify an association between a client’s level of social skill and the quality 
of the therapeutic relationship as measured by the standard ranges of both tests, a 
Spearman’s rho was applied separately to the client and therapist data sets (for 
frequencies see appendix VIII). The correlation matrix for the client population showed 
that a rho-value could not be calculated between the total quality of the therapeutic 
relationship and the global level of social skill, because the sd = 0. As a result, 
associations between sub-domains on both scales were investigated to shed light on what 
basic communication skills are associated with the different aspects of the working 
alliance. None of the basic communication skills were significantly correlated with total 
quality of the therapeutic relationship nor any of its sub-scales (see appendix IX a). The 
correlation matrix for the therapist population showed similar results. There was no 
significant association between the total quality of the therapeutic relationship and the
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global level of social skill (p = 0.139, p = 0.596 NS). The low p-value can tentatively 
suggest that there is no association between the level of social skill and the quality of the 
therapeutic relationship. The results of the correlations between the sub-scales on both 
questionnaires revealed no significant correlations between any of the basic 
communication skills and the total quality of the therapeutic relationship (see appendix 
IX b). The correlation coefficients and p-values for clients and therapists are given in 
Table 2 and Table 3 respectively.
Table 2. Spearman’s correlation coefficients between sub- and total scores on the Social Skill Inventory and the Working
Emotional
expressivity
Emotional
sensitivity
Emotional
control
Social
expressivity
Social
sensitivity
Social control Total social 
skill
P P P P P P P P P P P P P P
Task .236 .362 .138 .598 -.096 .714 .236 .362 -.147 .574 -.116 .658 .139 .596
Bond * * * * * * *
Goal -.022 .935 .201 .439 -140 .592 .344 .176 -.214 .408 -.169 .517 -.228 .379
Quality o f  
relationship
-.236 .362 .139 .596 .387 .125 .185 .478 .416 .097 .387 .125 *
* could not be calculated as sd =  0
Table 3. Spearman’s correlation coefficients between sub- and total scores on the Social Skill Inventory and the Working
Emotional
expressivity
Emotional
sensitivity
Emotional
control
Social
expressivity
Social
sensitivity
Social control Total social 
skill
P P P P P P P P P P P P P P
Task -.236 .362 .139 .596 .387 .125 .185 .478 .416 .097 .387 .125 .139 .596
Bond * * * * * * *
Goal -.236 .362 .139 .596 .387 .125 .185 .478 .416 .097 .387 .125 .139 j 9 6
Quality o f  
relationship
-.236 .362 .139 .596 ..387 .125 .185 .478 .416 .097 .387 .125 .139 .596
* could not be calculated as sd =  0
A comparison between the clients’ and therapists’ SSI scores was calculated to assess 
how the schizophrenic clients rate their social skills compared to how their therapists 
perceived their social skills. The Wilcoxon Signed Ranks Test was applied to the data, 
and the results showed that there were no significant differences in how schizophrenic 
clients and their therapists rated the clients’ level of social skill (see appendix X a). The 
results are given in Table 4.
Table 4. Results o f the Wilcoxon signed ranks test carried out between clients’
Client-therapist Z-value p-value
Emotional expressivity -.378 .705
Emotional sensitivity -.333 .739
Emotional control -1.000 .317
Social expressivity -.632 .527
Social sensitivity -.707 .480
Social control -1.000 .317
Total social skill 0.000 1.000
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Any differences in perceptions of the quality of the therapeutic relationship between the 
clients and therapists were calculated by applying the Wilcoxon Signed Rank Test in the 
same manner as above. The results showed that there were no significant differences 
between the clients’ and therapists’ perceptions of the quality of the therapeutic 
relationship. The results are given in Table 5 (see appendix X b).
Table 5. Results o f the Wilcoxon signed ranks test carried out between the 
clients’ and therapists’ ratings o f the quality of the therapeutic
Client-therapist Z-value P
Task 0.000 1.000
Bond 0.000 1.000
Goal .577 .564
Quality o f relationship -1.000 .317
Since more than one statistical test was applied to the two data sets, the alpha-levels 
should have been adjusted by using the Bonferroni correction. However, since all the 
results were non-significant without lowering the alpha-levels, this correction would 
have had no implications for the statistical significance of the results obtained from the 
non-parametric analyses.
Qualitative data from clients
14 out of 17 clients responded to the questions, and only one client felt that the therapy 
was ineffective. The remainder of the responses from the clients indicated therapeutic 
effectiveness varying from ‘absolutely necessary’ (3a) to ‘could have been better’ (16a). 
Three common themes emerged in response to the question of ‘in what ways is therapy 
helpful?’ These were ‘the power of talking’, ‘therapeutic change’ and ‘therapeutic 
outcome’, and these themes have been illustrated below.
The power of talking
One aspect of schizophrenia is social withdrawal, which often leads to the client feeling 
isolated and alone in their attempts to make sense of what is happening to them 
internally. Seven clients wrote that therapy had enabled them to become less anxious in 
relation to schizophrenic symptomatology, and this can be illustrated as follows: 
“Therapy has helped me to open up and talk about the angst and painful feelings I carry 
inside, and as a result I have become less depressed” (2a) and “Therapy has reduced the
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psychosis, and even though I still have angst it is much less than before I started to talk 
about it in therapy” (7a). It has also been suggested that schizophrenic clients may not 
choose to be isolated but may feel ‘forced’ to withdraw socially due to their symptoms, 
which may have further detrimental effects on their social skills and relationships. Four 
clients reported such experiences of which an example is: “Before I could not be around 
people at all, because I believed that evil forces were out to get me. The only way I 
could protect myself was to barricade the house and be indoors. Now that I have talked 
about my experiences I feel less vulnerable” (2a). Experiences like this, often lead 
clients to lose confidence in themselves resulting in social interactions becoming 
progressively more difficult to cope with, as illustrated by the following account: 
“Therapy has allowed me to talk through my feelings and other things that occupy my 
mind, and I believe that as a result I feel better about myself. Confidence allows me to 
be social which I now enjoy” (4a).
Another aspect of relating to people is the support and security it can provide for people 
who feel isolated as a result of schizophrenia. Six clients reported the supportive role of 
therapy as one positive aspect of being in a therapeutic relationship. One wrote: “The 
support I get from therapy enables me to feel safe and secure and better able to handle 
everyday living” (11a). Another highlighted “If it had not been for my therapist, I do not 
think that I would have come out of my own little world of psychosis, because I was so 
scared. She made me feel safe” (10a). The latter response directly illustrates the fear 
that psychotic symptoms sometimes create within the person, as well as how important it 
then is to communicate understanding, support and ability to contain the client’s fearful 
feelings. This observation was supported by one participant who responded: “His calm 
way of being with me is reassuring, and it calms me down when I am afraid and 
unsettled” (5a). Two clients mentioned how therapy has helped them to understand 
other people better: “Discussions with my therapist have increased my understanding of 
other people’s reactions to my behaviour” (11a) and “Therapy has made me understand 
that even though people sometimes disagree with me, it does not mean that they want me 
annihilated” (8a).
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Since trust is often a major obstacle for schizophrenic clients, establishing a therapeutic 
relationship may prove a challenging exercise for the therapist, which was acknowledged 
by one participant: “In the beginning I did not give my therapist much of a chance. I was 
verbally abusive and obnoxious. Still, she came to see me and gradually I started to 
open up. I am really grateful that she persevered” (5a). Clients repeatedly report that 
being able to trust another person with their innermost and desolate thoughts and 
feelings is helpful, and that developing a trusting relationship with the therapist can, in 
time, be helpful in developing trust in oneself and in other people. One client responded: 
“Therapy is absolutely necessary as it helps me to trust other people” (3 a) and another 
wrote: “I have become more confident and therefore able to make important decisions” 
(8a), suggesting that the client has re-gained trust in her own judgmental abilities.
Therapeutic change
One of the difficulties many therapists encounter when interacting therapeutically with 
schizophrenic clients, especially in the florid phase, is the client’s lack of insight into the 
disorder and its various symptoms. According to four clients, talking about their 
experiences enabled them to interpret environmental reactions in a more benign manner: 
“I have gained a better understanding of the way other people may interpret and react to 
my behaviour” (la); another praised therapy as “Before I thought everybody else was the 
problem, but therapy has opened a window to what is the problem, so that I can see what 
I have to do” (16a). From a social skill point of view, these responses can be interpreted 
as a shift in the clients’ processing of internal and external information, and this shift 
may have been aided by a supportive and trusting social interaction as is suggested in 
this response: “My therapist taught me how unhelpful it is to jump to conclusions which 
often result in paranoid feelings. Talking my experiences through with him (the 
therapist) has made me more able to draw more helpftil conclusions” (3a).
Six clients reported that talking to a trusted therapist about the strange internal 
experiences had some impact on their convictions of delusions and hallucinations. This 
was described by one client as: “I have noticed that through talking to my therapist about 
the commanding and threatening voices, I have come to trust them less and less, and I 
am more able to disregard them. Having said that, deciding to discuss the voices was
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very difficult as I was afiraid the voices would punish me and become even nastier” (la). 
Another client attributed the diminishing conviction in his delusions to the therapeutic 
input he had received: “My therapist made me feel less open to other people, and 
through talking I realised that maybe my thoughts were private and not accessible to 
everybody in the world” (3a). This is compatible with the theory and evidence that a 
good therapeutic relationship results in positive therapeutic change.
Therapeutic outcome
One of the major issues for clients diagnosed with schizophrenia is the future. Many 
despair and lose confidence in themselves, which may again lead to isolation and 
degeneration of social skill, resulting in the inability to carry on, as conveyed by one 
client: “After receiving the diagnosis of schizophrenia I could not see a future for myself, 
because I did not think anyone would be interested in me anymore. I stopped seeing 
people and I became a hermit. I started to neglect myself and my home and all I wanted 
was to die. It was only after I met my therapist that I regained my hope” (17a). This was 
echoed by half the client sample, and another wrote: “My therapist encouraged me to 
take up activities I used to participate in before I became ill, and that made me think less 
about sad things during the day. I discussed those things with my therapist in my 
sessions. He (the therapist) also put me in contact with an occupational therapist who 
taught me how to manage the practicalities of daily living” (14a). This quote indicates 
that it is important for schizophrenic clients to feel able to look after themselves and re­
gain skills that may have been lost as a result of the schizophrenic breakdown(s). 
Schizophrenic clients may see this learning process as though life is progressing, 
whereas therapeutically it can be referred to as a normalisation process. The value of 
normalisation is supported by the following two responses: “Through talking I have been 
able to increase my confidence and I have now built up enough courage to move out into 
my own flat after 30 years in different institutions” (7a); another wrote “I have found 
therapy helpftil in the sense that I now believe that I can offer the society something, and 
I have been able to secure a job” (6a). These steps are extremely important for clients 
suffering from severe mental illness, as living in the community and being in the work 
force normalise these clients’ existence, which has a knock-on impact on self regard and 
esteem, and general social ftmctioning.
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Qualitative data from therapists
13 out of 17 therapists responded to the questions regarding the efficacy of therapy, and 
they all felt that therapy was effective but to different degrees. Their answers ranged 
from “somewhat effective” to “absolutely necessary”. Two common themes emerged in 
response to the question ‘in what ways is therapy helpfiil to your client?’. These were 
‘therapeutic impact’ and ‘the value of talking’, and will be illustrated below.
Therapeutic impact
Eight therapists mentioned focusing on different aspects of the schizophrenic symptoms 
when evaluating the efficacy of their therapeutic input. One therapist mentioned: “The 
magic powers of the hallucinations have faded as a result of discussing them, they have 
also become less frightening” (8b). Reporting on delusional conviction a therapist 
wrote: “Therapy appears to have enabled the client to reinterpret the paranoid feelings 
she experiences when around people. The belief that evil forces are out to get her has 
gradually faded, but the process have been far from straightforward and there has been 
many set-backs” (2b). In relation to symptoms regarding boundaries, another therapist 
reported: “the client needs to work on establishing boundaries between himself and other 
people. He is very fond of other people, but also very frightened by them since he 
believes that everybody can read his thoughts without problems” (16b). Another wrote: 
“It is important for the client to establish what is his experiences and other people’s 
experiences as these seem to merge in his mind and he gets confused as to whether he 
has or has not experienced certain things” (8b). Similarly: “Therapy helps the client to 
gather and consolidate her memory of events and experiences” (9b). Exploration of 
clients’ experiences and re-attribution of the meanings they attach to those experiences 
can also be seen as an exercise in increasing the client’s level of social skill. The 
therapeutic experiences are likely to impact on the client’s verbal and non-verbal 
communication skills, and this was suggested by one therapist: “I think the client has 
leamt to attach increasingly adaptive meanings to his experiences by discussing these 
with me. He has also been able to discuss any mis-interpretations of our 
communication, and identify where things became ambiguous” (7b).
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The value of talking
This theme is similar to one of the client-themes, but it has the added aspects of relapse 
prevention and preservation of social function. Eleven therapists mentioned this as 
something they saw therapy as having accomplished. As mentioned earlier, establishing 
a therapeutic relationship with a schizophrenic client may prove challenging, and one 
therapist reported: “Deep trust is established over time, and at present the client’s trust is 
superficial” (17b). Another mentioned: “I proceed very slowly, but still I do not avoid 
talking about difficult issues, even though this may rupture our relationship “ (lb).
Furthermore, therapists seem to view therapy as a stabilising factor for their clients, 
helping them structure their lives and relationships. One therapist wrote: “Regular brief 
contacts enable the client to maintain a realistic stance about her options in life” (11b), 
which can be interpreted as a way of preventing relapse into florid schizophrenia by 
allowing the client to air thoughts and feelings and then have a discussion about them, 
focusing on what will either be beneficial and/or detrimental to the client’s mental 
health. “Discussing the pros and cons before making decisions keeps her behaviourally 
stable and able to function adequately. The therapy also seems to keep her open 
emotionally and verbally, and she has not retracted to a catatonic state for a long period 
of time. However, when it seems to become too much for her, she slips into catatonia 
after which she becomes negative towards herself and her environment, and she 
becomes self-destructive in her language and behaviour” (5b). In addition, such 
discussions may also preserve the self-esteem the client has developed by avoiding 
situations where failure is the inevitable outcome. In this sense the therapeutic 
relationship may also serve as a safety-net, or a place where the client can come for 
security and support. One therapist responded: “The therapy has seemed to stop the 
deterioration of the client’s social function by encouraging him to discuss choices before 
deciding to prevent loss of self-esteem if he chooses tasks which might be more than he 
can manage. I think that the client feels safer and more confident about making 
decisions after having discussed the potential pros and cons with someone. The only 
difficulty for a schizophrenic person is that the social network is often very limited, and 
for my client I form part of his small support system” (10b). This response ftirther 
strengthens the argument that schizophrenic clients need someone to talk to, especially
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when re-entering the community, because they often lack what other people take for 
granted, namely a social support network of family and friends.
From the analyses of the quantitative and qualitative data, it appears that perceptions of 
helpfulness of therapy are dependent upon how both clients and therapists perceive the 
quality of the therapeutic relationship rather than on the clients’ level of social skill.
Discussion
The results of this investigation showed that although 76% of the client sample was rated 
as having low social skills, the therapeutic relationship was rated as good by 97% of the 
total sample (both therapists and clients). These findings are surprising because the 
quality of the therapeutic relationship was thought to depend upon how well 
schizophrenic clients communicated their needs (Liberman et al., 1989). Based on 
literature of expressed emotions (Leff and Vaughn, 1980; Kuipers, 1994), clients’ ability 
to receive and interpret both non-verbal and verbal communication were expected to 
correlate positively with the bond domain of the therapeutic relationship and the overall 
quality of the therapeutic relationship, whereas no correlation was found. One 
explanation for the former could be that therapists expect difficulties in this domain, as 
many schizophrenic clients have expressed difficulties with ‘hidden communications of 
emotions’ (Hatfield and Lefley, 1993). Hence, therapists may be sensitive to this issue 
and discuss it openly with their clients. This would be in line with what is promoted 
from a cognitive-behavioural viewpoint. Fowler et al., (1995) hold that openness, 
directness and honestly, may be factors which may facilitate trust and thus influence the 
development of good therapeutic relationships. Moreover, they claim these are likely to 
minimise ambiguous situations and opportunities for schizophrenic clients to mis­
interpret verbal and non-verbal communications. This is supported by the fact that the 
correlation between clients’ ability to interpret others’ verbal communication and the 
quality of the therapeutic relationship came closest to being significant (p = .097) which 
could indicate a trend that may have resulted in a significant result if more subjects had 
been recruited. Furthermore, their ability to receive and interpret non-verbal 
communication may affect the quality of the therapeutic relationship that is developed 
less than verbal communication. The latter suggests that maybe schizophrenic clients
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find emotions more difficult to cope with in a social context when conveyed verbally 
than non-verbally. This would be compatible with the findings from expressed emotion 
research, as this construct is measured based on verbal communication.
Another hypothesis is that schizophrenic clients’ poor interpersonal relationships are 
related to factors other than poor social skill, despite this being diagnostic of 
schizophrenia. It has also previously been found that schizophrenic clients struggle with 
either perceiving or interpreting facial expressions and affect, particularly negative 
affect, and non-verbal communication cues (Hatfield and Lefely, 1993), which has been 
thought to impact on the therapeutic relationship. The findings of this study suggest that 
these difficulties may not interfere with developing good therapeutic relationships with 
schizophrenic clients, and that factors other than basic communication skills may be 
more important in determining the quality of the therapeutic relationship that is 
established. A possible factor may be the individual therapist’s ability to adapt to the 
client’s level of social functioning, a factor that has been highlighted by Fowler et al. 
(1995). Yet, research into this therapist variable with this client population is not 
available.
Moreover, although the schizophrenic clients recruited in this study showed low ability 
to non-verbally communicate emotional messages, the positive rating of the therapeutic 
relationship suggests that they feel their emotional needs are met. This may indicate that 
they rely more on verbal communication in conveying their needs. However, this 
hypothesis may not be correct because most participants showed low skills in the sub­
scale of social expressivity. It is not possible to be conclusive either way because social 
expressivity measures both ability of verbal expression and ability to engage others in 
social discourse. These abilities can both relate and not relate to each other. They relate 
because being able to express oneself in an appropriate manner is required for others to 
want to engage in conversations. They do not relate in circumstances where clients are 
perfectly able to express themselves verbally, but in a way that would not incline others 
to engage in social discourse. Unfortunately, the latter is often exhibited by 
schizophrenic clients. However conversational impoliteness is less likely to affect the 
quality of the therapeutic relationship developed, than other social interactions, as
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therapists are likely to expect schizophrenic clients to exhibit such behaviours to varying 
degrees. Hence, the ability to engage others in social discourse may be a communication 
skill that might be more relevant in non-therapeutic social interactions. From a 
therapeutic relationship point of view, this finding appears to support emphasising the 
core conditions (Roger, 1951) when initiating a therapeutic relationship with a 
schizophrenic client. This seems important because many clients may have experienced 
rejections as a result of poor interactive balancing, and therefore be fearftil of engaging 
in therapeutic relationships. Through offering the clients a non-judgmental environment 
where they are respected as persons may facilitate development of trust, which is a 
building block for good therapeutic relationships to develop.
Furthermore, schizophrenic clients’ ability to present themselves socially may also affect 
other interpersonal interactions more than it does the therapeutic relationship. The 
reason for this may again be that therapists expect such dysfunctions in schizophrenic 
clients, whereas people outside the mental health profession are not likely to be aware 
that this is a symptom of schizophrenia. As mental health professionals, counselling 
psychologists are aware that schizophrenic clients, particularly when in an acute phase, 
often behave in bizarre ways both verbally and non-verbally. This often leads to other 
people distancing themselves, as they might feel frightened and cautious of the 
schizophrenic person’s exhibited behaviour. However, this may be an example of where 
a schizophrenic client may be trying to communicate her/his emotions and needs but 
instead experiences a loss of reinforcement by other people withdrawing. This is in line 
with Hersen and Bellack’s (1977) definition of social skill mentioned earlier. From this 
one can hypothesise that a schizophrenic person will become wary of other people’s 
responses and thus resort to social withdrawal in order to not experience further loss of 
reinforcements. Furthermore, this may partially explain why it is difficult for a therapist 
to develop trust and a therapeutic relationship with a schizophrenic client. However, if 
the therapist continues to offer support and help through this difficult period, the client 
may experience the therapist’s invitations to interactions as social reinforcements and 
eventually start to develop a trusting relationship with the therapist. Moreover, if the 
client does not feel expected to engage, this may enhance the likelihood that interaction 
with the therapist will take place. Finally, the client may have socially withdrawn as a
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result of repetitive negative experiences in social situations, and it is logical that it takes 
time to build up confidence in oneself and others to re-engage in a social situation, like 
for example a therapeutic relationship. It would therefore seem to be beneficial if the 
therapist maintains a positive attitude towards the schizophrenic client throughout the 
relationship, as positive reinforcements are likely to promote and strengthen 
engagement. This bears resemblance to the research that was carried out investigating 
expressed emotions in families (e.g. Leff and Vaughn, 1980). These findings suggest 
that over-involvement with and hostility towards the client increase the risk of relapse 
and social isolation, behaviours which then ought to be avoided by therapists.
The meta-analysis of therapeutic relationship research conducted with non-psychotic 
clients (Horvath and Symonds, 1991) revealed that the quality of the therapeutic 
relationship was the best predictor of therapeutic outcome. Whether or not this is 
generalisable to the schizophrenic population is to difficult to state based on the present 
findings. However, the results of the present investigation can tentatively suggest that 
the quality of the therapeutic relationship is more significant than the clients’ levels of 
social skill in determining therapeutic outcome. This ought to be perceived as 
encouraging by counselling psychologists, because although communication skills are 
impaired in schizophrenic clients this does not mean that psychological interventions are 
ineffective. Since counselling psychologists use the therapeutic relationship and a 
person-centered attitude as tools in their practice, its practitioners may have expertise 
that is particularly essential for successful engagement of schizophrenic clients in 
therapeutic relationships. At present, this expertise would appear to be undervalued and 
mental health professionals are still often sceptical about how worthwhile psychological 
input is with this client population. However, as mentioned earlier, this scepticism is 
slowly lessening, probably due to innovations of psychological treatments for psychosis 
(Fowler et al., 1995; Nelson, 1998). Interestingly, these therapeutic innovations 
emphasise the importance of developing a good therapeutic relationship with these 
difficult to engage clients, indicating a growing need to better understand the therapeutic 
processes that determine the quality of the therapeutic relationships that are established 
with these clients.
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Future research needs to deal with the limitations of the present study. This study had a 
small sample size and no comparison group. A greater sample size would have 
decreased the likelihood of statistical errors being made and thus strengthened the 
results. Additionally, a comparison group would have clarified if level of social skill in 
clients with other diagnoses than schizophrenia, is associated with the quality of the 
therapeutic relationship that is established between client and therapist. In addition, the 
researcher recruited both psychologists and psychiatrists to participate in the study, but 
no assessment of differences in therapeutic interventions, due to the differences in 
training, were carried out. This could potentially have confounded the results, and could 
have been overcome if differences in the quality of therapeutic relationships between the 
two groups of therapists had been measured. Another issue that might have impacted on 
the results is that the researcher relied on a native English colleague to assess whether or 
not the back-translations of the questionnaires were concerned with the same constructs 
as the originals. This issue could have been overcome if native speakers of English had 
completed the back-translated questionnaires and then the internal reliabilities between 
the originals and the back-translations had been compared. Furthermore, the quality of 
the therapeutic relationship was only measured once. Several measurement points 
would have given some information about the time and process of engaging 
schizophrenic clients. Although it is possible to measure the therapeutic relationship 
over time by using an inventory, like the Working Alliance Inventory (Horvath and 
Greenberg, 1984), more in-depth information relating to relationship variables may be 
identified through qualitative research. Such research would also deal with the 
difficulties of reducing human emotions and interactions into quantities.
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Appendix I
ICD-10 CASE DIAGNOSTIC CRITERIA
ICD-10 CLASSIFICATION OF MENTAL AND BEHAVIOURAL DISORDERS (22)
F 20.0 - F 20.3 SCHIZOPHRENIA. General criteria for paranoid, hebephrenic, 
catatonic, and undifferentiated schizophrenia.
G.l Either at least one of the syndromes, symptoms, and signs listed under (1) below, 
or at least two of the symptoms and signs listed under (2) should be present for most 
of the time during an episode of psychotic illness lasting for at least 1 month (or at 
some time during most of the days).
(1) At least one of the following must be present:
(a) thought echo, thought insertion or withdrawal, or thought broadcasting;
(b) delusions of control, influence, or passivity, clearly referred to body or limb 
movements or specific thoughts, actions, or sensations; delusional perception;
(c) hallucinatory voices giving a running commentary on the patient’s behaviour, 
or discussing the patient among themselves, or other types of hallucinatory 
voices coming from some part of the body;
(d) persistent delusions of the kinds that are culturally inappropriate and 
completely impossible (e.g. being able to control the weather, or being in 
communication with aliens from another world).
(G2) Or at least two of the following:
(a) persistent hallucinations in any modality, when occurring every day for at least 
1 month, when accompanied by delusions (which may be fleeting or half- 
formed) without clear affective content, or when accompanied by persistent 
over-valued ideas:
(b) neologisms, breaks, or interpolations in the train of thought, resulting in 
incoherence or irrelevant speech;
(c) catatonic behaviour, such as excitement, posturing or waxy flexibility, 
negativism, mutism, and stupor;
(d) “negative” symptoms, such as marked apathy, paucity of speech, and blunting 
or incongruity of emotional responses (it must be clear that these are not due to 
depression or to neuroleptic medication).
G2. Most commonly used exclusion clauses
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(1) If the patient also meets criteria for manic episode (F30.-) or depressive 
episode (F32.-), the criteria listed under G1 (1) and G1 (2) above must have 
been met before the disturbance of mood developed.
(2) The disorder is not attributable to organic brain disease (in the sense of F 00 - 
F 09), or to drug-related intoxication (F Ix.O), dependence (F lx.3 and F 
lx.4).
Pattern of course
F20.x0 Continuous
No remission of psychotic symptoms throughout the period of 
observation
F20.xl Episodic with progressive deficit
Progressive development of “negative” symptoms in the intervals 
between psychotk episodes
F20.x2 Episodic with stable deficit
Persistent but non-progressive “negative” symptoms in the intervals 
between psychotic episodes
F20.x3 Episodic remittent
Complete or virtually complete remissions between psychotic episodes
F20.x4 Incomplete remission
F20.x5 Complete remission
F20.x8 Other
F20.x9 Course uncertain, periods of observation too short
F20.1 Hebephrenic Schizophrenia
F20.2 Catatonic Schizophrenia
F20.3 Undifferentiated Schizophrenia
F20.4 Post-schizophrenic depression
F20.5 Residual Schizophrenia
F20.6 Simple Schizophrenia
F20.8 Other Schizophrenia
F20.9 Schizophrenia, unspecified
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PRODROMAL OR RESIDUAL SYMPTOMS ACCORDING TO DSM-III-R
1. Marked social isolation or withdrawal
2. Marked impairment in role functioning as wage-eamer, student, or homemaker
3. Markedly peculiar behaviour (e.g. collecting garbage, talking to self in public, 
hoarding food)
4. Marked impairment in personal hygiene and grooming
5. Blunted or inappropriate affect
Digressive, vague, over-elaborate, or circumstantial speech, or poverty of 
speech, or poverty of content of speech. Odd beliefs or magical thinking, 
influencing behaviour and inconsistent with cultural norms (e.g. 
superstitiousness, belief in clairvoyance, telepathy, “sixth sense”, “others can 
feel my feelings”, over-valued ideas, ideas of reference)
6. Unusual perceptual experiences (e.g. recurrent illusions, sensing the presence 
of a force person not actually present
7. Marked lack of initiative, interests
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Appendix II
Descriptive of client sample
N Minimum Maximum Mean Std. Deviation
AGE 17 25.00 66.00 44.7059 11.9831
Valid N  (listwise) 17
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Appendix III
Information sheet for clients
My name is Camilla Olsen and I am in the second year o f a Practitioner Doctorate in 
Psychotherapeutic and Counselling Psychology at the University o f Surrey. I am recruiting 
participants for my research into therapeutic relationships.
The investigation you are asked to participate in is a study of whether your level o f social 
skill affects the development and maintenance of the relationship between your and your the 
therapist. Very little is currently known about how people who have suffered a psychotic 
breakdown experience and value the relationship with their therapist, and this investigation 
will attempt to illuminate this important area. Further, this investigation is also aiming to 
gain some understanding of whether there is any association between the person’s 
experiences and his/her level o f social skill. Participation in the study involves filling in two 
questionnaires and answering two questions. Your level of social skill will be assessed by the 
Social Skill Inventory and the relationship with your therapist will be assessed by the 
Working Alliance Inventory. The questionnaires will take around 60 minutes to fill in. You 
are also asked to answer two questions with regard to the helpfulness o f therapy. Your 
therapist will also be asked to fill in the same questionnaires and answer the same two 
questions, enabling me to detect differences in how you experience the relationship. You are 
asked to fill in the questionnaires alone, or with a key-worker, but NOT with your therapist. 
Importantly, your therapist will not have access to your answers, and nor will you to his/hers.
To be able to understand some of your experiences o f the therapeutic relationship it is 
important to involve you directly in the study, and not only rely on your therapist’s 
evaluation. I believe that therapists have a lot to learn from listening to you, and I would 
hope that you would see this as an opportunity to educate me about how you experience the 
relationship with your therapist.
If you decide to participate in the study, you should sign the consent form enclosed. 
However, you can withdraw from the study at any time if you wish without providing a 
reason for your decision. Further, withdrawal will not have any consequences for your 
therapy.
The investigation will exercise complete confidentiality. Your answers will only be known to 
me, and my supervisors will only know you as a number. In the write up of the investigation 
any identifying information will be concealed, and the data will be destroyed after 
examination.
If you have any further questions with regards to participation, please do not hesitate to 
contact me or any of my supervisors at the university.
Camilla Olsen, 01483 259 176
Jill Wilkinson, 01483 259 353 (clinical supervisor in England)
Adrian Coyle, 01483 876 896 (method supervisor in England)
Hans Lovdahl, 00 44 69 39 30 00 (project supervisor in Norway)
Thank you for considering participating.
Camilla Olsen (Counselling Psychologist in Training)
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Research consent form
I confirm that I have been given a full description of the investigation and that all my 
questions have been answered. Further, I also confirm that I have understood all 
information and instructions given to me with regards to participating in the 
investigation.
I agree to voluntarily participate in the investigation, and to comply with the 
instructions I have received. I agree to co-operate fully to ensure reliable data is 
obtained. I also agree to my therapist answering the questionnaires evaluating the 
level of my social skills and of the quality of our therapeutic relationship.
I understand that I have the right to withdraw from the investigation at any time and 
that this will not have any consequences for my further therapy and treatment.
Name: Date:
Block capitals (participant) (signature)
Name: Date:
Block capitals (researcher) (signature)
Name: Date:
Block capitals (witness) (signature)
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Information sheet for therapists
This research project is being carried out in part-fulfilment of the Practitioner 
Doctorate in Psychotherapeutic and Counselling Psychology at the University of 
Surrey by Camilla Olsen under the supervision of Dr. Jill Wilkinson, Dr. Adrian Coyle 
and Dr. Hans Lovdahl. The aim of this research is to explore how the level of social 
skill, exhibited by clients who have suffered a psychotic breakdown, impacts upon the 
development and maintenance of the therapeutic relationship.
You will be asked to fill in two questionnaires, one assessing your social skills (Social 
Skill Inventory) and the other assessing the relationship with your therapist (Working 
Alliance Inventory). The questionnaires will take around 30 minutes to fill in. 
Further, you will be asked to answer two questions regarding the helpfulness of the 
therapy. The data obtained from the questionnaires and questions will be only be used 
for the purpose of this research. Naturally, to protect confidentiality any identifying 
information, such as names and locations, will be concealed. Your identity will only 
be known to the researcher, and you will only be identified by a number to any other 
people involved in the investigation, i.e. my supervisors. In any write-up of this 
research or any submission for publication, these confidentiality precautions will be 
maintained.
If you decide to participate in the study, you should sign the consent form enclosed. 
However, you can withdraw from the study at any time if you wish without providing 
a reason for your decision. Further, withdrawal from participating will not have any 
consequences for your work situation.
If you have any questions so far or feel you would like further information about this 
research please ask the researcher before reading on.
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RESEARCH CONSENT FORM
Please read the following paragraph, and if you are in agreement, sign where indicated.
I agree to the purposes of this research and the nature of my participation in this 
research has been clearly explained to me in a manner that I understand. I therefore 
consent to answer the two questionnaires and the two questions, concerning social 
skill and therapeutic relationship, truthfully.
Name: Data
Block capitals (participant) Signature
On behalf of myself and my supervisors, I undertake that professional confidentiality 
will be ensured in regards to any questionnaires and questions the participant has filled 
in and answered. The data provided will only be used for the purposes of this 
research. The anonymity of the above participant will be protected.
Name: Date:
Block capitals (researcher) Signature
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Appendix IV
Social Skill Inventory
Self-Description Inventory 
Test Booklet 
Ronald E. Riggio
Directions
On the following pages are 90 statements that indicate an attitude or behaviour that may or may not be 
characteristic or descriptive of you. Read each statement carefully. Then, by using the scale shown 
below, decide which response will most accurately reflect your answer and circle the appropriate 
response on your sheet.
Example:
I am usually wary o f strangers.
N o t at all A  little like L ike m e V ery m uch E xactly  like
like m e m e like m e m e
K eep in m ind that there are no right or w rong answers. Mark on ly  one response for each  statem ent. It is  important 
to try to respond to every statement.
1 = Not at all like me
2 = A little like me
3 = Like me 
4 = Very much like me 
5 = Exactly like me
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1. It is difficult for others to know when I am sad or depressed
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
2. When people are speaking, I spend as much time watching their movements as I do listening to them.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly  like  
m e
3. People can always tell when I dislike them no matter how hard I try to hide my feelings.
N o t at all A  little like L ike m e
like m e m e
4. I enjoy giving parties.
N o t at all A  little like L ike m e
like m e m e
5. Criticism or scolding rarely makes me uncomfortable.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
E xactly like  
m e
E xactly like  
m e
E xactly  like  
m e
6. I can be comfortable with all types o f people - young and old, rich and poor.
Like m eN o t at all 
like me
A  little like  
m e
V ery m uch  
like m e
E xactly like  
m e
7. I talk faster than most people.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly  like  
m e
8. Few people are as sensitive and understanding as I am.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
9. It is often hard for me to keep a “straight face” when telling a joke or humorous story.
N o t at all 
like m e
A  little like  
m e
Like m e V ery m uch  
like m e
E xactly  like  
m e
10. It takes people quite a while to get to know me well.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
11. My greatest source o f pleasure and pain is other people.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like me
E xactly  like  
m e
12. When I’m with a group o f friends, I am often the spokesperson for the group.
Not at all
like me
A little like
me
Like me Very much
like me
Exactly like
me
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13. When depressed, I tend to make those around me depressed also
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
14. At parties, I can immediately tell when someone is interested in me.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
15. People can always tell when I am embarrassed by the expression on my face.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
16.1 love to socialise.
N o t at all 
like m e
A  little like  
m e
Like m e V ery m uch  
like m e
E xactly like  
m e
17.1 would much rather take part in a political discussion than to observe and analyse what the 
participants are saying.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly  like  
m e
18. Sometimes I find it difficult to look at others when 1 am talking about something personal.
N o t at all 
like m e
A  little like  
m e
L ike m e
19.1 have been told that 1 have expressive eyes.
Like m eN o t at all 
like m e
A  little like  
m e
20.1 am interested in knowing what makes people tick.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
E xactly  like  
m e
E xactly  like  
m e
E xactly like  
m e
21.1 am not very skilled in controlling my emotions.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
22.1 prefer jobs that require working with a large number o f people
L ike m eN o t at all 
like m e
A  little like  
m e
23.1 am greatly influenced by the moods of those around me.
Like m eN o t at all 
like m e
A  little like  
m e
24.1 am not good at making prepared speeches.
Not at all
like me
A little like
me
Like me
V ery m uch  
like m e
V ery m uch  
like m e
Very much
like me
E xactly  like  
m e
E xactly  like  
m e
Exactly like
me
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2 5 . 1 usually feel uncomfortable touching other people.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly like  
m e
2 6 . 1 can easily tell what a person’s character is by watching his or her interactions with others.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
2 7 . 1 am able to conceal my true feelings from just about anyone.
L ike m eN o t at all 
like m e
A  little like  
m e
28.1 always mingle at parties.
N o t at all 
like m e
A  little like  
m e
L ike m e
V ery m uch  
like m e
V e iy  m uch  
like m e
E xactly  like  
m e
E xactly like  
m e
E xactly  like  
m e
29. There are certain situations in which I find myself worrying about whether I am doing or saying the 
right things.
N o t at all 
like m e
A  little like  
m e
L ike me V ery m uch  
like me
3 0 . 1 find it very difficult to speak in front of a large group o f people.
N o t at all A  little like Like me
like m e m e
31.1 often laugh out loud.
N o t at all A  little like L ike m e
like m e m e
V ery m uch  
like m e
V ery m uch  
like m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
32.1 always seem to know what peoples’ true feelings are no matter how hard they try to conceal them.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
3 3 . 1 can keep a straight face even when friends try to make me laugh or smile.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly  like  
m e
E xactly  like  
m e
3 4 . 1 usually take the initiative to introduce myself to strangers.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
35. Sometimes I think that I take things other people say to me too personally.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
E xactly like
36. When in a group of people, I have trouble thinking of the right things to talk about.
Not at all
like me
A little like
me
Like me Very much
like me
Exactly like
me
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37. Sometimes I have trouble making my friends and family realise just how angry or upset I am with 
them.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly  like  
m e
3 8 .1 can accurately tell what a person’s character is upon first meeting him or her.
N o t at all 
like me
A  little like  
m e
Like m e V ery m uch  
like m e
E xactly  like  
m e
39. It is veiy hard for me to control my emotions.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly like  
m e
4 0 . 1 am usually the one to initiate conversations.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
41. What others think about my actions is o f little or no consequence to me.
N o t at all 
like m e
A  little like  
m e
Like m e V ery m uch  
like me
E xactly like  
m e
4 2 . 1 am usually very good at leading group discussions.
N o t at all 
like m e
A  little like  
m e
43. My facial expression is generally neutral.
N o t at all 
like m e
A  little like  
m e
Like me
L ike m e
V e iy  m uch  
like m e
V ery m uch  
like m e
E xactly  like  
m e
E xactly  like  
m e
44. One of my greatest pleasures in life is being with other people.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
4 5 . 1 am very good at maintaining a calm exterior even if  I am upset.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
46. When telling a story, I usually use a lot o f gestures to help get the point across.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly  like  
m e
4 7 . 1 often worry that people will misinterpret something I have said to them.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
4 8 . 1 am often uncomfortable around people whose social class is different from mine.
Not at all
like me
A little like
me
Like me Very much
like me
Exactly like
me
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4 9 . 1 rarely show my anger.
N o t at all 
lik e m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly like  
m e
5 0 . 1 can instantly spot a “phony” the minute I meet him or her.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
51.1 usually adapt my ideas and behaviour to the group I happen to be with at the time.
N o t at all 
like m e
A  little like  
m e
Like m e V ery m uch  
like m e
E xactly  like  
m e
52. When in discussions, I find myself doing a large share o f the talking.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
53. While growing up, my parents were always stressing the importance o f good manners.
N o t at all 
like m e
A  little like  
m e
Like m e V ery m uch  
like m e
E xactly  like  
m e
5 4 . 1 am not very good at mixing at parties.
N o t at all 
like m e
A  little like  
m e
Like m e V ery m uch  
like m e
E xactly  like  
m e
5 5 .1 often touch my friends when talking to them.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
5 6 .1 dislike it when other people tell me their problems.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xaetly  like  
m e
57. While I may be nervous on the inside, I can disguise it very well from others.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
58. At parties I enjoy talking to a lot o f different people.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
E xactly  like  
m e
5 9 .1 can be strongly affected by someone smiling or frowning at me.
L ike m eN o t at all 
like me
A  little like  
m e
V ery m uch  
like m e
6 0 .1 would feel out o f place at a party attended by a lot o f very important people.
Not at all
like me
A little like
me
Like me Very much
like me
E xactly like  
m e
Exactly like
me
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61.1 am able to liven up a dull party.
N o t at all 
like m e
A  little like  
m e
62.1 sometimes cry at sad movies.
N o t at all 
like m e
A  little like  
m e
Like m e
L ike m e
V ery m uch  
like me
V ery m uch  
like m e
E xactly  like  
m e
E xactly  like  
m e
63.1 can make myself look as if  I’m having a good time at a social function even if  I’m not really 
enjoying myself at all.
N o t at all 
like m e
A  little like 
m e
6 4 . 1 consider myself a loner.
N o t at all 
like m e
A  little like  
m e
6 5 .1 am very sensitive o f criticism.
N o t at all 
like m e
A  little like  
m e
L ike m e
L ike m e
L ike m e
V ery m uch  
like me
V ery m uch  
like m e
V ery m uch  
like m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
66. Occasionally I’ve noticed that people from different backgroimds seem to feel uncomfortable 
around me.
N o t at all 
like m e
A  little like  
m e
6 7 . 1 dislike being the centre o f attention.
N o t at all 
like m e
A  little like  
m e
Like m e
Like m e
V ery m uch  
like m e
V ery m uch  
like m e
E xactly  like  
m e
E xactly like  
m e
6 8 . 1 am easily able to give a comforting hug or touch to someone who is distressed.
N o t at all 
like m e
A  little like  
m e
6 9 .1 am rarely able to hide a strong emotion.
N o t at all 
like m e
A  little like  
m e
L ike m e
L ike m e
7 0 . 1 enjoy going to large parties and meeting new people.
L ike m eN o t at all 
like m e
A  little like  
m e
71. It is very important that other people like me.
Like meN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
7 2 . 1 sometimes say the wrong thing when starting a conversation with a stranger.
Not at all
like me
A little like
me
Like me Very much
like me
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly like  
m e
Exactly like
me
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7 3 . 1 rarely show my feelings or emotions.
N o t at all 
like m e
A  little like  
m e
L ike m e
7 4 . 1 can spend hours just watching other people.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like me
V ery m uch  
like m e
7 5 . 1 can easily pretend to be mad even when I am really feeling happy
L ike m eN o t at all 
like m e
A  little like  
m e
7 6 . 1 am imlikely to speak to strangers until they speak to me.
Like m eN o t at all 
like m e
A  little like  
m e
7 7 . 1 get nervous if I think that someone is watching me.
L ike m eN o t at all 
like m e
A  little like  
m e
7 8 . 1 am often chosen to be the leader o f a group.
L ike m eN o t at all 
like m e
A  little like  
m e
79. Friends have sometimes told me that I talk too much.
L ike m eN o t at all 
like m e
A  little like  
m e
8 0 .1 am often told that I am a sensitive, understanding person.
L ike m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
V e iy  m uch  
like m e
81. People can always “read” my feelings even when I’m trying to hide them.
L ike m eN o t at all 
like m e
A  little like  
m e
82 .1 tend to be the “life of the party.”
N o t at all 
like m e
A  little like  
m e
L ike m e
V ery m uch  
like m e
V ery m uch  
like m e
83. I’m generally concerned about the impression I’m making on others.
L ike m eN o t at all 
like m e
A  little like  
m e
8 4 .1 often find myself in awkward social situations.
Like meNot at all
like me
A little like
me
V ery m uch  
like m e
Very much
like me
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly  like  
m e
E xactly like  
m e
E xactly  like  
m e
Exactly like
me
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85 .1 never shout or scream when angry.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
E xactly like  
m e
86. When my friends are angry or upset, they seek me out to help calm them down.
N o t at all 
like m e
A  little like  
m e
L ike m e V ery m uch  
like m e
8 7 .1 am easily able to make myself look happy one minute and sad the next.
N o t at all 
like me
A  little like  
m e
Like m e
8 8 .1 could talk for hours on just about any subject.
Like m eN o t at all 
like m e
A  little like  
m e
89 .1 am often concerned with what others are thinking o f me.
Like m eN o t at all 
like m e
A  little like  
m e
V ery m uch  
like m e
V ery m uch  
like m e
V ery m uch  
like m e
9 0 . 1 can easily adjust to being in just about any social situation.
N o t at all 
like m e
A  little like  
m e
Like m e V ery m uch  
like m e
E xactly like  
m e
E xactly like  
m e
E xactly  like  
m e
E xactly like  
m e
E xactly  like  
m e
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Appendix V a
Working Alliance Inventory
Working Alliance Inventory
Form C
Instructions
On the following pages you will find statements describing your possible thoughts and opinions on your 
therapist (adviser). As you read through the text, imagine your are inserting the name o f your therapist 
(adviser) in the blank spaces______________.
A scale o f seven options appears below each statement:
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
If the statement describes the way you always feel (or think), circle number 7. If it never applies to you, 
circle number 1.
Use the other numbers to indicate options between these two extremes.
This questionnaire is CONFIDENTIAL. Neither your therapist nor the office will see your responses.
Try to work quickly - your first impressions are what we are looking for.
(REMEMBER TO ANSWER ALL THE QUESTIONS.)
Thank you for your co-operation.
A. O. Horvath, 1981, 1984.
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1. I never feel uneasy in the company of
1 2 3 4 5 6 7
Never Rarely Oceasionally Sometimes Often Very often Always
 and I agree on what I need to do during the therapy programme to improve my
situation.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
3. I am worried about the outcome of these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
4. The therapy programme I am pursuing enables me to see my problem in a new light.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
5. _____________ and I understand each other.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
6. _____________ imderstands exactly what my aim is.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
7. The therapy programme I am pursuing makes me confused.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
8. I think____________ likes me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
9. I hope____________ and I can clarify the purpose of the sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
10. I disagree with on what I should get out of therapy programme.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
11. I don’t think____________and I are using the time efficiently.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
12.  doesn’t understand what I’m trying to achieve through the therapy programme.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
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13. 1 am clear as to my responsibilities in the therapy programme.
1 2 3 4 5 6 7
Never Rarely Oceasionally Sometimes Often Very often Always
14. The aim o f these sessions matter to me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
15. 1 think the therapy programme  and 1 are pursuing is o f no relevance to me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
16. 1 feel the therapy programme 1 am pursuing will help me achieve the changes 1 want to make.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
17. 1 believe  ____________ genuinely wants me to do well.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
18. 1 am clear as to what_____________ wants me to do during these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
19.  and 1 respect each other.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
20. 1 fee l_____________ is not entirely honest about his/her feelings toward me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
21. 1 have confidence in _____________ ’s ability to help me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
22.  and 1 are working towards jointly agreed aims.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
23. 1 fee l_____________ values me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
24. We agree about which aspects it is important for me to work on.
1 2 3 4 5 6 7
Never Rarely Oecasionally Sometimes Often Very often Always
25. As a result o f these sessions, it has become clearer to me how 1 can change.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
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26.  and I trust each other.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
27.  and I have different views on what my problems are.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
28. My relationship with_____________ matters a great deal to me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
29. I have the feeling that if  I say or do the wrong thing, won’t work with me any
more.
1 2 3 4 5 6 7
Never Rarely Oecasionally Sometimes Often Very often Always
30.  and I work together to establish the aims o f the therapy programme.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
31. The therapy programme I am pursuing makes me feel frustrated.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
32. We have reached a good imderstanding as to the type of changes that will benefit me.
1 2 3 4 5 6 7
Never Rarely Oceasionally Sometimes Often Very often Always
33.  asks me to do completely pointless things.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
34. I don’t know what to expect of the therapy programme.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
35. I think we are setting about my problems in the right way.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
36. I fee l_____________ cares about me even when I do things that he/she disapproves of.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
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Appendix V b
Working Alliance Inventory
Form T
Instructions
On the following pages you will find statements describing your possible thoughts and opinions on your 
client. As you read through the text, imagine you are inserting the name o f your client in the blank 
spaces_____________ .
A scale o f seven options appears below each statement:
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
If the statement describes the way you always feel (or think) circle number 7. If it never applies to you 
circle number 1.
Use the other numbers to indicate options between these two extremes.
This questionnaire is CONFIDENTIAL. Neither your client nor the office will see your responses.
Try to work quickly - your first impressions are what we are looking for.
(REMEBER TO ANSWER ALL THE QUESTIONS.)
Thank you for your co-operation.
A. O. Horvath, 1981, 1984.
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1. I never feel uneasy in the company of
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
and I agree on the steps I need to take during the therapy programme to
improve his/her situation.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
3. I care about the outcome o f these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
4. My client and I both have confidence that the activities in the therapy programme are 
beneficial.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
I feel I really understand
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
6. _____________ and I have a shared view of his/her goals.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
7. _____________ finds the therapy programme we are pursuing confusing.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
I think_____________ likes me.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
I sense a need to clarify the purpose o f the session(s) for_____________ .
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
10. I have some disagreements with_____________ regarding the aim o f these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
11. I don’t think_____________ and I use our time efficiently.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
12. I’m in doubt about what we’re trying to achieve through the therapy programme.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
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13. I am clear and definite as to _____________ ’s responsibilities in the therapy programme.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
14. The current aims o f these sessions matter to
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
15. I think the therapy programme and I are pursuing is o f no relevance to him/her.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
16. I feel confident the therapy programme we are pinsuing will help______________achieve the
changes he/she wants to make,
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
17. I genuinely want_____________ to do well.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
18. I am clear as to what I can expect_____________ to do during these sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
19.__________________ and 1 respect each other.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
20. 1 feel that 1 am not entirely honest about my feelings toward_____________ .
Never Rarely Occasionally Sometimes Often Very often Always
21. 1 have confidence in my ability to help____________ .
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
22. We are working towards jointly agreed aims.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
23 . 1 value____________ as a person.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
24.____ We agree about which aspects it is important for___________ to work on.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
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25. As a result o f these sessions, it has become clearer t o _____________ how he/she can change.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
26.  and I have built up mutual trust.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
27.  and I have different views on what his/her real problems are.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
28. Our relationship is important to _____________ .
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
29._________________is afraid that if he/she says or does the wrong thing, I won’t work with him/her
any more.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
30._________________and I have worked together to establish the aims for these session(s).
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
3 1.____ ___________ gets frustrated by what I ask him/her to do during the therapy sessions.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
32. We have reached a good understanding between us as to the type of changes that would benefit
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
33. Our activities during the therapy sessions seems completely pointless to __
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
34.__________________ doesn’t know what to expect o f the therapy programme.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
35.__________________ thinks we are setting about his/her problems in the right way.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
36. I respect  ____________even when he/she does things I disapprove of.
1 2 3 4 5 6 7
Never Rarely Occasionally Sometimes Often Very often Always
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Appendix VI a
Helpfulness of therapy - client
To better understand the data obtained in the questionnaire, I would appreciate if you 
could answer the following questions.
How helpful is therapy to you?
If it is helpful to you, how does it help you?
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Appendix VI b
Helpfulness of therapy - therapist
To better understand the data obtained in the questionnaire, I would appreciate if you 
could answer the following questions.
How helpful do you think therapy is for your client?
If you think it is helpful, in what particular ways might it be helpful to your client?
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Appendix V n
Statistical test to identify normai/abnormai distribution of the data a s  rated by the clients
Emotional
control
Emotional
excressiv itv
Emotional
sensitivitv control exoressivitv sensitivitv
Total social 
skill T ask
Total
relationship
ouaiitv
N Valid 17 17 17 17 17 17 17 17 17 17 17
M issing 0 0 0 0 0 0 0 0 0 0 0
.8235 .4706 .2941 .8235 .4706 .7059 .2353 1 .0000 .8824 .9412 1.0000
Std. D eviation .5286 .5145 .5879 .3930 .5145 .5879 .4372 .0000 .3321 .2425 .0000
S k ew n ess -.259 .130 1.983 -1 .8 6 6 .130 .109 1.372 -2 .6 1 0 -4 .1 2 3
S td. E rror o f  S k e w n e ss .550 .550 .550 .550 .550 .550 .550 .550 .550 .550 .550
K urtosis .737 -2 .267 3 .4 4 2 1.665 -2 .267 -.325 - .1 4 9 5 .4 4 0 17.000
Std. En'or o f Kurtosis 1 .063 1 .063 1.063 1 .063 1 .063 1.063 ..1,053, 1.063 ,1.053 1.063 1.063
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Appendix VIII
Frequency tables of client rated sub- and total scores on both the Social Skill 
Inventory and the Working Alliance Inventory
Level of emotional control
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 4 23.5 23.5 23.5
medium 12 70.6 70.6 94.1
high 1 5.9 5.9 100.0
Total 17 100.0 100.0
Level of emotional expressivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 9 52.9 52.9 52.9
midium 8 47.1 47.1 100.0
Total 17 100.0 100.0
Level of emotional sensitivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 13 76.5 76.5 76.5
medium, 3 17.6 17.6 94.1
high 1 5.9 5.9 100.0
Total 17 100.0 100.0
Level of social control
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 3 17.6 17.6 17.6
medium 14 82.4 82.4 100.0
Total 17 100.0 100.0
Level of social expressivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 9 52.9 52.9 52.9
medium 8 47.1 47.1 100.0
Total 17 100.0 100.0
Level of social sentitivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 6 35.3 35.3 35.3
medium 10 58.8 58.8 94.1
high 1 5.9 5.9 100.0
Total 17 100.0 100.0
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Total level of social skill
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 13 76.5 76.5 76.5
medium 4 23.5 23.5 100.0
Total 17 100.0 100.0
Quality of th e  bond  dom ain
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid positive 17 100.0 100.0 100.0
Quality of th e  goal dom ain
Frequency Percent
Valid
Percent
Cumulatiye
Percent
Valid negative 2 11.8 11.8 11.8
positive 15 88.2 88.2 100.0
Total 17 100.0 100.0
Q uality of th e  ta sk  dom ain
Frequency Percent
Valid
Percent
Cumulatiye
Percent
Valid negative 1 5.9 5.9 5.9
positive 16 94.1 94.1 100.0
Total 17 100.0 100.0
Total quality of th e  therap eu tic  re la tionsh ip
Valid Cumulativ
Frequency Percent Percent e  Percent
Valid positive 17 100.0 100.0 100.0
Histograms showing the distribution of client rated sub- and total scores 
on their own social skill and the quality of the therapeutic relationship
Emotional control
std. Dev = .53
Mean = .82
N = 17.00
Level of emotional expressivity sub scale
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Emotional expressivity
10
O' 2
CD
StcJ. Dev = .51
Mean = .47
N = 17.00
0.00 .50 1.00
Level of emotional expressivity sub scale
Emotional sensitivity
std. Dev = .59 
Mean = .29 
N = 17.00
U_
2.001.501.00.500.00
Level of emotional sensitivity sub scale
Social control
0.00 .50
Level of social control sub scale
1.00
std. Dev = .39
Mean = .82
N = 17.00
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Social expressivity
std. Dev = .51 
Mean = .47 
N = 17.00
0.00 .50 1.00
Level of social expressivity sub scale
Social sensitivity
12
10
8
6
4
Std. Dev = .59 
Mean = .71 
N = 17.00
2
0
1.50 2.00.50 1.000.00
Level of social sensitivity sub scale
Total social skill
std. Dev = .44 
Mean = .24
N = 17.00
0.00 .50
Level of total social skill
1.00
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Bond
20
10
l  0
1.00
Quality of bond domain
Goal
0.00
Quality of goal domain
Task
std. Dev = 0.00 
Mean = 1.00 
N = 17.00
Std. Dev = .33 
Mean = .88 
N = 17.00
Std. Dev = .24
Mean = .94
N = 17.00
0.00
Quality of task domain
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Therapeutic relationship
std. Dev = 0.00 
Mean = 1.00 
N = 17.00
1.00
Quality of the therapeutic relationship
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Frequency table of therapist rated sub- and total scores on both the Social Skill 
Inventory and the Working Alliance Inventory
Level of emotional control
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 5 29.4 29.4 29.4
medium 12 70.6 70.6 100.0
Total 17 100.0 100.0
Level of emotional expressivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 8 47.1 47.1 47.1
medium 9 52.9 52.9 100.0
Total 17 100.0 100.0
Level of emotional sensitivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 13 76.5 76.5 76.5
medium 4 23.5 23.5 100.0
Total 17 100.0 100.0
Level of social control
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 5 29.4 29.4 29.4
medium 12 70.6 70.6 100.0
Total 17 100.0 100.0
Level of social expressivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 11 64.7 64.7 64.7
medium 6 35.3 35.3 100.0
Total 17 100.0 100.0
Level of social sensitivity
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 4 23.5 23.5 23.5
medium 12 70.6 70.6 94.1
high 1 5.9 5.9 100.0
Total 17 100.0 100.0
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Total level of social skill
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid low 13 76.5 76.5 76.5
medium 4 23.5 23.5 100.0
Total 17 100.0 100.0
Quality of the bond domain
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid positive 17 100.0 100.0 100.0
Quality of the goal domain
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid negative 1 5.9 5.9 5.9
positive 16 94.1 94.1 100.0
Total 17 100.0 100.0
Quality of the task domain
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid negative 1 5.9 5.9 5.9
positive 16 94.1 94.1 100.0
Total 17 100.0 100.0
Total quality of the therapeutic relationship
Frequency Percent
Valid
Percent
Cumulative
Percent
Valid negative 1 5.9 5.9 5.9
positive 16 94.1 94.1 100.0
Total 17 100.0 100.0
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Histograms showing the distribution of therapist rated sub- and total scores on 
their clients’ social skill and the quality of the therapeutic relationship
Emotional control
<D 2
l l  0
0.00
Level of emotional control sub scale
std. Dev = .47 
Mean = .71 
N = 17.00
Emotional expressivity
0.00
Level of emotional expressivity sub scale
Emotional sensitivity
std. Dev = .51 
Mean = .53 
N = 17.00
14
12
10
8
6
4
Std. Dev = .44 
Mean = .24 
N = 17.00
2
li: 0
1.00.500.00
Level of emotional sensitivity sub scale
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Social control
14
12
10
8
6
4
2
0
Std. Dev = .47 
Mean = .71 
N = 17.00
0.00 .50
Level of social control sub scale
Social expressivity
1.00
0.00 .50 1.00
Level of social expressivity sub scale
Social sensitivity
12
10
8
6
4
2
0
Std. Dev = .49 
Mean = .35 
N = 17.00
Std. Dev = .53
Mean = .82
N =  17.00
0.00 .50 1.00 1.50
Level of social sensitivity sub scale
2.00
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Total social skill
0.00 .50
Level of total social skill
std. Dev = .44 
Mean = .24
N = 17.00
1.00
Bond
20
10
1.00
Quality of bond domain
std. Dev = 0.00 
Mean = 1.00 
N = 17.00
Goal
std. Dev = .24
Mean = .94
N = 17.00
Quality of goal domain
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Task
0.00 .50
Quality of task domain
Therapeutic relationship
1.00
std. Dev = .24 
Mean = .94 
N = 17.00
Std. Dev = .24 
Mean = .94 
N = 17.00
Quality of the therapeutic relationship
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Appendix IX a
Appendix X a: Nonparametric correlation to identify associations between the clients' social skill and quality o f the therapeutic relationship as rated by the clients
Emotional
control
Emotional
expressivity
Emotional
sensitivity control expressivity sensitivity
Quality of 
relationship Task
Total 
social skill Bond Goa!
Emotional Pearson  Correlation 1.000 -.135 .177 .142 .324 -.177 a -.086 .461 -.126
control Sig. (2-tailed) .605 .496 .588 .204 .496 .743 .062 .631
N 17 17 17 17 17 17 17 17 17 17 17
Emotional Pearson  Correlation -.135 1.000 .340 .436 .056 .073 .236 .311 -.022
expressivity Sig. (2-tailed) .605 .181 .080 .832 .781 .362 .225 .935
N 17 17 17 17 17 17 17 17 17 17 17
Emotional Pearson Correlation .177 .340 1.000 .239 .547* .266 .129 .687** .188
sensitivity Sig. (2-tailed) .496 .181 .356 .023 .302 .622 .002 .469
N
17 17 17 17 17 17 17 17 17 17 17
Pearson  Correlation .142 .436 .239 1.000 .436 -.239 -.116 .257 -.169
control Sig. (2-taiIed) .588 .080 .356 .080 .356 .658 .320 .517
N 17 17 17 17 17 17 17 17 17 17 17
Pearson  Correlation .324 .056 .547* .436 1.000 -.340 .236 .311 .344
expressivity Sig. (2-tailed) .204 .832 .023 .080 .181 .362 .225 .176
N 17 17 17 17 17 17 17 17 17 17 17
Pearson Correlation -.177 .073 .266 -.239 -.340 1.000 -.129 .286 -.188
sensitivity Sig. (2-tailed) .496 .781 .302 .356 .181 .622 .266 .469
N 17 17 17 17 17 17 17 17 17 17 17
Quality of P earson Correlation
relationship Sig. (2-tailed)
N 17 17 17 17 17 17 17 17 17 17 17
Pearson  Correlation -.086 .236 .129 -.116 .236 -.129 * 1.000 .139 .685*'
Sig. (2-tailed) .743 .362 .622 .658 .362 .622 .596 .002
N 17 17 17 17 17 17 17 17 17 17 17
Total social Pearson  Correlation .461 .311 .687** .257 .311 .286 .139 1.000 -.228
skill Sig. (2-tailed) .062 .225 .002 .320 .225 .266 .596 .379
N 17 17 17 17 17 17 17 17 17 17 17
Bond P earson Correlation .■ .■ .■ .« • .■ .»
Sig. (2-tailed)
N 17 17 17 17 17 17 17 17 17 17 17
Pearson Correlation -.126 -.022 .188 -.169 .344 -.188 .685** -.228 » 1.000
Sig. (2-tailed) .631 .935 .469 .517 .176 .469 .002 .379
N 17 17 17 17 17 17 17 17 17 17 17
■ Correlation is significant at the 0.05 level (24ailed).
*• Correlation is significant at the 0.01 level (2-tailed).
Cannot be computed because at least one of the variables k
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Appendix IX b
Appendix X b; Nonparametric corrélation to identify associations between clients' social skill and the quality of the therapeutic relationship a s  rated by the therapists
Emotional
control
Emotional
exoressivitv
Emotional
sensitivitv control exoressivitv sensitivitv
Total 
social skill Bond Goal
Quality of 
relationship
Emotional Pearson  Correlation 1.000 -.609“ -.251 .150 -.334 .030 -.251 .387 .387 .387
control Sig. (2-taiied) .010 .332 .566 .191 .910 .332 .125 .125 ,125
N 17 17 17 17 17 17 17 17 17 17 17
Emotional Pearson  Correlation -.609” 1.000 -.033 .167 .450 -.095 .523* .■ -.236 -.236 -.236
expressivity Sig. (2-taiied) .010 .901 .521 .070 .718 .031 .362 .362 .362
N 17 17 17 17 17 17 17 17 17 17 17
Emotional Pearson  Correlation -.251 -.033 1.000 .054 .461 .191 .346 • .139 .139 .139
sensitivity Sig. (2-taiied) .332 .901 .838 .063 .463 .174 .596 .596 596
N 17 17 17 17 17 17 17 17 17 17 17
Pearson  Correlation .150 .167 .054 1.000 .207 .030 .358 .387 .387 387
control Sig. (2-taiied) .566 .521 .838 .426 .910 .158 .125 .125 125
N 17 17 17 17 17 17 17 17 17 17 17
Pearson  Correlation -.334 .450 .461 .207 1.000 .254 .751” .185 .185 .185
expressivity Sig. (2-taiied) .191 .070 .063 .426 .325 .001 .478 .478 478
N 17 17 17 17 17 17 17 17 17 17 17
Pearson  Correlation .030 -.095 .191 .030 .254 1.000 .191 .401 .401 .401
sensitivity Sig. (2-taiied) .910 .718 .463 .910 .325 .463 .110 .110 110
N 17 17 17 17 17 17 17 17 17 17 17
Total social Pearson  Correlation -.251 .523* .346 .358 .751” .191 1.000 .139 .139 139
skill Sig. (2-taiied) .332 .031 .174 .158 .001 .463 .596 .596 .596
N 17 17 17 17 17 17 17 17 17 17 17
Bond Pearson  Correlation .* .■ .*
Sig. (2-taiied)
N 17 17 17 17 17 17 17 17 17 17 17
Goal P earson Correlation .387 -.236 .139 .387 .185 .401 .139 1.000 1.000** 1.000*’
Sig. (2-taiied) .125 .362 .596 .125 .478 .110 .596 .000 .000
N 17 17 17 17 17 17 17 17 17 17 17
Task P earson Correlation .387 -.236 .139 .387 .185 .401 .139 1.000** 1.000 1.000*’
Sig. (2-taiied) .125 .362 .596 .125 .478 .110 .596 .000 .000
N 17 17 17 17 17 17 17 17 17 17 17
Quality of P earson Correlation .387 -.236 .139 .387 .185 .401 .139 1.000** 1.000** 1.000
relationship Sig. (2-taiied) .125 .362 .596 .125 .478 .110 .596 .000 .000
N 17 17 17 17 17 17 17 17 17 17 17
" •  Correlation is significant at the 0.01 ievei (2-taiied).
*• Correlation is significant a t the 0.05 level (2-taiied). 
a Cannot be computed because  at least one of the variables is c
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Appendix X a
Wilcoxon Signed Ranks Test conducted to identify statistical significant 
differences in how clients and therapists rate the clients’ social skill
Ranks
N
Mean
Rank
Sum of 
Ranks
Emotional control Negative Ranks 3 2.50 7.50
(therapist) - emotional Positive Ranks 1 2.50 2.50
control (client) Ties 13
Total 17
Emotional expressivity Negative Ranks 3 4.00 12.00
(therapist) - emotional Positive Ranks 4 4.00 16.00
expressivity (client) Ties 10
Total 17
Emotional sensitivity Negative Ranks 3 4.00 12.00
(therapist) - emotional Positive Ranks 3 3.00 9.00
sensitivity (client) Ties 11
Total 17
Social control (therapist) Negative Ranks 3 2.50 7.50
- social control (client) Positive Ranks 1 2.50 2.50
Ties 13
Total
17
Social expressivity Negative Ranks 6 5.50 33.00
(therapist) - social Positive Ranks 4 5.50 22.00
expressivity (client) Ties 7
Total 17
Social sensitivity Negative Ranks 3 4.50 13.50
(therapist) - social Positive Ranks 5 4.50 22.50
sensitivity (client) Ties 9
Total 17
Total social skill Negative Ranks 4 4.50 18.00
(therapist) - total social Positive Ranks 4 4.50 18.00
skill (client) Ties 9
Total 17
Test Statistic^
Emotional 
control 
(therapist) - 
emotional 
control 
(client)
Emotional 
expressivity 
(therapist) - 
emtotional 
expressivity 
(client)
Emotional 
sensitivity 
(therapist) 
- emotional 
sensitivity 
(client)
Social 
control 
(therapist) - 
social 
control 
(client)
Social 
expressivity 
(therapist) - 
social 
expressivity 
(client)
Social 
sensitivity 
(therapist) 
- social 
sensitivity 
(client)
Total 
social skill 
(therapist) 
- total 
social skill 
(client)
z
Asymp. Sig. (2-tailed)
-1.000®
.317
-.3780
.705
-.333®
.739
-1.000®
.317
-.632®
.527
-.7070
.480
.000=
1.000
a Based on positive ranks.
b. Based on negative ranks.
c. The sum of negative ranks equals the sum of positive ranks.
d. Wilcoxon Signed Ranks Test
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Appendix X b
Wilcoxon Signed Ranks Test conducted to identify statistical significant 
differences between how clients and therapists rate the therapeutic relationship
Ranks
N
Mean
Rank
Sum of 
Ranks
Bond (therapist) - Negative Ranks 0 .00 .00
bond (client) Positive Ranks 0 .00 .00
Ties 17
Total 17
Goal (therapist) - goal Negative Ranks 1 2.00 2.00
(client) Positive Ranks 2 2.00 4.00
Ties 14
Total 17
Task (therapist) - task Negative Ranks 1 1.50 1.50
(client) Positive Ranks 1 1.50 1.50
Ties 15
Total 17
Total quality Negative Ranks 1 1.00 1.00
relationship Positive Ranks 0 .00 .00
(therapist) - total Ties 16
quality relationship Total(client)
17
Test Statistics^
Bond 
(therapist) - 
bond 
(client)
Goal 
(therapist) - 
goal (client)
Task 
(therapist) - 
task (client)
Total quality 
relationship 
(therapist) - 
total quality 
relationship 
(client)
Z .000® -.577^ .000® -1.000®
Asymp. Sig. (2-tailed) 1.000 .564 1.000 .317
a. The sum of negative ranks equals the sum of positive ranks.
b. Based on negative ranks.
c. Based on positive ranks.
d. Wilcoxon Signed Ranks Test
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Appendix XI 
Helpfulness of therapy - client
To better understand the data obtained in the questionnaire, I would appreciate if you 
could answer the following questions.
How helpful is therapy to you?
It has helped me a lot over the last year.
If it is helpful to you, how does it help you?
Therapy has helped me to open up and talk about the angst and painful feelings I carry 
inside, and as a result I have become less depressed. My therapist and I have come to 
think that the depression may have lessened because I am less isolated now that I talk 
to her. It has been hard work though. Before I could not be around people at all, 
because I believed that the evil forces were out to get me. The only way I could 
protect myself was to barricade the house and be indoors. Now that I have talked 
about my experiences I feel less vulnerable. However, these feelings sometimes come 
back, but not as strong, especially if I have experienced something painful one day. 
But now I talk to X (the therapist) about how it makes me feel and think, which most 
often relieve me from tormenting thoughts about the evil forces. Before it was a 
viscous circle, I do not want to get trapped in that ever again!
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Helpfulness of therapy - therapist
To better understand the data obtained in the questionnaire, I would appreciate if you 
could answer the following questions.
How helpful do you think therapy is for your client?
Absolutely essential.
If you think it is helpful, in what particular ways might it be helpful to your client?
The magic powers of the hallucinations have faded as a result of discussing them, they 
have also become less frightening. It was difficult to get to the point where the client 
could discuss the voices, because the voices were apparently threatening to kill him if 
he told anyone that they were there. Eventually, he was so tormented by what the 
voices commanded him to do so he took the chance. I do not think he regrets taking 
that risk now.
Moreover, it is important for the client to establish what is his experiences and other 
people’s experiences as these seem to merge in his mind and he gets confused as to 
whether he has or has not experienced certain things. It is as though he becomes one 
with other clients sometimes, and he actually believes that he has experiences 
something another client has told him about. He finds this quite difficult to deal with 
as he sometimes rejects his parents as his own because of this, in other words he 
believes his family is not his own. This is also very painful for his family, and many 
arguments have been caused by this symptom of his illness.
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Appendix XII
Instructions to 
Authors
Submissions to the Schizophrenia Bulletin should be sent 
to:
John K. Hsiao, M.D.
Editor-in-Chief 
Schizophrenia Bulletin 
National Institute of Mental Health 
5600 Fishers Lane, Rm. 10-85 
Rockville, MD 20857
The editors will consider critical reviews of the literature, 
articles reporting original observations in laboratory or 
clinical research, short reports of preliminary or negative 
research results, workshop reports, first person accounts by 
patients or family members, and letters to the editor. 
Photographs of art done by current or former mental hospi­
tal patients, may be submitted for possible reproduction on 
the cover o f the Bulletin; the artist must be willing to grant 
permission for publication of his or her work, but his or 
her anonymity will be preserved if he or she so wishes.
All materials published in the Schizophrenia Bulletin 
are in the public domain unless otherwise noted.
Manuscripts will not be considered for publication in 
the Schizophrenia Bulletin if the material has been pre­
viously published or is being considered for publication 
elsewhere.
Preparation of Manuscript
A detailed set of instructions for manuscript preparation is 
available from the Office of Scientific Information (see 
address above).
Text and Tables: Type the manuscript and references 
(double spaced) on one side of the page, and submit five
copies—one copy an original and the other four photo­
copies. Present each table on a separate sheet. Note the 
table number in the text immediately after the paragraph 
in which it is described. Finally, please provide a disk for 
the manuscript in Microsoft Word.
Abstract: Provide a brief abstract of the manuscript. The 
abstract should not exceed 175 words in length.
Illustrations: Submit one copy of each chart, graph, or 
other illustration in reproducible form (either glossy or 
computer-generated laser prints). Refer to all illustrative 
materials as text figures. Type the figure number and leg­
end for each on a separate sheet.
References: Include a list of all articles and books cited 
in the text. Arrange alphabetically by major author. When 
referring to these sources in the text, place the authors' 
names and the date of publication in parentheses immedi­
ately after the idea referenced. If more than one source is 
cited, list in chronological order by date of publication. (If 
authors' names are used in the same sentence, place only 
the date of publication in parentheses.) Provide page num­
bers for all quotes. Spell out all journal titles. Biblio­
graphic style should follow that used in articles in this 
issue.
Footnotes: Use footnotes to clarify textual material, and 
indicate them by superior figures in the text. Insert foot­
notes as separate paragraphs immediately following the 
paragraphs in which they are mentioned.
A uthor Id en tifica tion : Include your own and each 
author’s official title and academic degrees. Specify the 
address to which reprints should be sent.
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An observational pilot study into the effects of ego consolidation 
therapy on symptomatology and the therapeutic relationship in 
hospitalised schizophrenic clients over a period of four weeks
Abstract
The present research was designed as a pilot study where a therapy method designed to 
treat schizophrenic clients was evaluated. The method, called ego consolidation 
therapy, is a combination of the cognitive and the phenomenological approach to 
treatment. The method was assessed according to how the schizophrenic clients’ level 
of psychopathology changed over a period of four weeks, during which ego 
consolidation therapy was implemented. The quality of the therapeutic relationship 
was also assessed over time, because previous research has found that therapists find it 
difficult to develop a good therapeutic relationship with this client group. 11 client- 
therapist dyads were recruited, and the participants were asked to complete a 
questionnaire regarding the quality of the therapeutic relationship at three different 
points in time. The schizophrenic clients’ level of psychopathology was observer 
rated. Finally, the schizophrenic clients were invited to participate in a short interview 
regarding their experiences of ego consolidation therapy. The results of the present 
investigation showed that the level of psychopathology significantly diminished during 
the four weeks. Moreover, the quality of the therapeutic relationship was rated as 
positive by most clients and therapists following the first session, and the relationship 
continued to improve during the four weeks of treatment. Finally, the qualitative data 
obtained from the interviews supported the quantitative data regarding the strength of 
the therapeutic relationship. These results are interesting when taking account of 
previous research where therapists have reported difficulties in engaging this client 
group in therapeutic relationships. The potential practical and theoretical implications 
of these findings are discussed.
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Introduction
Research into the therapeutic relationship in psychotherapy has been ongoing since the 
concept was highlighted by Freud as being important for therapeutic change in 1912. 
Yet, it is only recently that researchers have started to investigate the impact of this 
concept in psychiatric settings, such as hospitals and community care centres (e.g. 
Priebe and Gruyters, 1993). It is surprising that this area has been neglected since 
there appears to be general consensus in psychotherapeutic circles that a good 
therapeutic relationship is associated with decreased symptomatology (e.g. Marziali, 
1984) and generally improved outcomes (e.g. Marziali, Marmar and Krupnick, 1981; 
Luborsky, Crits-Cristoph, Alexander, Margolis and Cohen, 1983; Marmar, Horowitz, 
Weiss and Marziali, 1986; Horvath and Symonds, 1991; Horvath and Greenberg, 
1994). Furthermore, the few studies that have been carried out in psychiatric settings 
have found that positive therapeutic relationships are associated with enhanced 
functioning (Allen, Tamoff and Coyne, 1985) and improved adjustment (Clarkin, Hurt 
and Crilly, 1987) at discharge, as well as generally better therapeutic outcomes 
(Hansson and Berglund, 1992). These findings have been replicated in investigations 
into the relevance of the therapeutic relationship with schizophrenic clients. Frank 
and Gunderson (1990) found that schizophrenic clients were more likely to adhere to 
treatment when engaged in a positive therapeutic relationship. Similarly, McCabe, 
Rôder-Wanner, Hoffman and Priebe (1999) found that a positive therapeutic 
relationship led chronic schizophrenic clients to report a better quality of life, 
indicating there may be an association between the quality of the therapeutic 
relationship and the schizophrenic client’s perceived quality of life.
Research into therapeutic relationships in psychiatric settings may, however, have 
been limited by the difficulties the researcher encounters when investigating the 
concept in this setting. In psychotherapy, the therapeutic relationship is clearly 
defined as the relationship between the therapist and the client, and is therefore 
associated with a set context and frame. However, in psychiatry clients often have 
several different therapeutic relationships (i.e. with a key-worker, junior doctor, 
consultant psychiatrist, psychologist etc.), and the roles of these professionals 
sometimes change as a result of the context and frame in which they meet their clients.
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Furthermore, only a few measures have been developed specifically for assessing 
therapeutic relationships in psychiatric settings (Therapist-Patient Relationship Scale 
for Schizophrenic Patients: TPSS, Stark, Lewandowski and Buchkremer, 1992; 
Helping Alliance Scale: HAS, Priebe and Gruyters, 1993). The latter scale has since 
been modified and a new version is currently being used (HAS, McCabe and Priebe, 
2000). Both scales have a client and a therapist version, which would appear 
important as clients’ perceptions of the therapeutic relationship are better predictors of 
therapeutic outcome than their therapists’ (Weiss, Gaston, Propst, Wisebord and 
Zicherman, 1997). This is a conclusion which also holds for schizophrenic clients 
(Neale and Rosenheck, 1995). Concurrently, it would seem important for therapists 
working in psychiatric settings to take the clients’ view of the therapeutic relationship 
seriously, particularly those of clients suffering from disorders where interpersonal 
difficulties are diagnostic, as in the case of schizophrenia.
The level of psychopathology has been found to be negatively correlated with quality 
of life (Kaiser, Priebe, Hoffman and Isermann, 1996), while also being related to the 
degree of satisfaction schizophrenic clients have with their own mental health (Evans, 
Huxley and Priebe, 1999). Severe psychopathology is associated with schizophrenia, 
and can sometimes affect social functioning to a disabling degree. The effects such 
psychopathology have on the therapeutic relationship have to the author’s knowledge 
not been investigated with this client population. But if the findings from research 
conducted with other client populations are extrapolated to schizophrenic clients, the 
hypothesis is that a schizophrenic client’s level of psychopathology will not affect the 
quality of the therapeutic relationship that may develop (Horvath and Symonds, 1991).
One major obstacle faced by psychologists working with schizophrenic clients is that 
past psychological treatments for schizophrenia were largely unsuccessful until the 
innovation of cognitive therapies for psychosis (Nelson, 1998; Wykes, Tarrier and 
Lewis, 1998). Cognitive therapy has shown some efficacy in treating both positive 
and negative symptoms of schizophrenia (Roth and Fonagy, 1996), yet therapists often 
complain of the difficulty they experience in engaging these clients in therapeutic 
relationships (Frank and Gunderson, 1990; Fowler, Garety and Kuipers, 1995; Nelson,
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1998). It has also been demonstrated that schizophrenic clients are likely to drop out 
of therapy if a positive relationship is not rapidly established (Goering and Stylianos, 
1988). However, little is known about engagement techniques for this client group, as 
the psychopathology of schizophrenia appears to interfere with the empathy processes 
seen in therapeutic relationships with non-schizophrenic clients. Furthermore, there is 
also debate about therapist’s ability to accurately empathise with a client whose 
experiences are outside the therapist’s reality (Olsen, 1998).
One practitioner who gave this issue some thought, was Jaspers. He initially described 
schizophrenic experiences as remote and ‘non-understandable’, but his continued 
interest in this clinical phenomenon lead him to identify four common themes 
apparent in schizophrenic delusions (1913/1959). Jasper was an eminent 
psychopathologist and phenomenologist, incorporating both these philosophies into 
his work on the classification system of schizophrenic delusions. His categories were: 
identity, demarcation, consistency/coherence and activity. In 1981, Scharfetter added 
vitality as the fifth category. This classification system of delusions has since become 
the starting point for the development of a psychological treatment for schizophrenic 
clients suffering acute symptoms. The method was pioneered by Scharfetter in the 
early 1980s, and has received positive responses in continental Europe (Fewtrell, Legg 
and Scharfetter, 2000), but has struggled in establishing itself as a treatment method 
elsewhere, possibly due to a lack of training opportunities. Offering a combination of 
both cognitive and phenomenological psychology, the treatment has been labelled ‘ego 
consolidation therapy’ for the schizophrenias (Scharfetter, 1996).
The cognitive component is concerned with information processing. Frith (1987) 
conceptualised normal information processing as taking place on two different levels, 
normally called ‘higher’ and ‘lower’ level actions. Higher level actions result from 
novel stimuli, requiring processing at a conscious level to prompt decision-making. 
Frith (1987) has labelled such actions ‘willed intentions’. On the other hand, lower 
level actions are over-rehearsed responses to certain stimuli. This means that stimuli 
are processed at an unconscious level and the stimuli-responses have become 
automatic. These actions are labelled ‘stimulus intentions’ (Frith, 1987). Frith (1987) 
goes on to explain the schizophrenic experience as a gradual shift from ‘stimulus
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intention’ to ‘ willed intention’, resulting in increased awareness of minor details. 
Actions that were previously automatic are becoming less and less familiar to the 
schizophrenic person, resulting in increased conscious processing and a greater need 
for new decision-making. This process has a detrimental effect on novel stimuli 
requiring conscious processing because these stimuli now compete for priority with 
previously known stimuli. Delusions of control - a first rank symptom of 
schizophrenia - may therefore develop, as clients perceive that their actions are not 
determined by their own will (Frith, 1992). Frith has extended this theory to account 
for the social function deficits seen in schizophrenia, viewing the deficits as stemming 
from an inability to empathise with others’ actions because these appear alien and 
inappropriate to the client due to the way stimuli are processed and interpreted. This 
may then foster paranoid delusions as the client becomes suspicious of other people’s 
intentions.
An alternative cognitive theory (Hemsley, 1986) emphasises the breakdown of the 
filtering process of significant and insignificant stimuli, and according to this theory, 
most stimuli will enter the client’s consciousness causing a loosening of associations. 
This process is followed by an activation of irrelevant memories of previous 
experiences, and the deficit at hand appears to be an inability to access and use 
relevant previous experiences in guiding the decision-making process required by the 
stimulus (Hemsley, 1993). According to this model, delusions develop as a 
consequence of misinterpretations of stimuli since these are compared with out-of- 
context memories, potentially leading the individual to form mood congruent 
delusions to explain her/his feelings.
Both Frith’s (1987/1992) and Hemsley’s (1986/1993) models view schizophrenia as 
an information processing disorder, and are compatible with Scharfetter’s (1996) view 
of schizophrenia from a phenomenological perspective. The phenomenological model 
of the self divides the ego into two: the transcendental and observer ego. The 
transcendental ego is the “I”, and is known as the self-conscious. The observer ego is 
the “me”, representing a person’s ability to monitor and reflect upon their own actions. 
The emphasis is placed on the subjective inner experiences of the schizophrenic 
clients, or the clients’ inner ego-awareness, defined by Scharfetter as “conceiving
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oneself as a continuing coherent and consistent living subject with a stable but flexible 
personal identity, delimited from others and able to integrate and control one’s own 
thinking, feeling, perceiving and acting” (Scharfetter, 1996 p. 3). The ego-awareness 
is influenced by interpretations of environmental stimuli, and it thus follows that 
misinterpretations of environmental stimuli will lead to disorders of ego-awareness, 
such as schizophrenia. The suggestion is therefore that schizophrenic clients have a 
dysfunctional observer ego which causes these misinterpretations (Jaspers, 
1913/1959). Table 1 shows how Jaspers (1913/1959) and Scharfetter (1996) have 
conceptualised normal and schizophrenic ego-awareness according to the five ego- 
dimensions.
Table 1: The dimensions o f normal and schizophrenic ego-awareness
D im ension Norm al ego-aw areness Schizophrenic ego-aw areness
E go identity A  certainty o f  personal sam eness 
concerning o n e’s ow n  form  and 
structure, features and eharacteristies, 
gender, gen ealogy , socia l function  and 
life -lon g  continuous history
Im pression o f  having undergone  
profound, irreversible transformation  
into som eon e or som eth ing else , and 
th is m ay affeet the ind iv idual’s 
retrospective v iew  o f  ow n  history
Ego dem arcation A  fee lin g  o f  being  distinct from  other 
things and peop le, and aware o f  the 
boundary betw een o n e se lf  and other 
subjects and objects
The fee lin g  that private subjective  
space or physical s e l f  is unshielded  and 
prone to intrusion, so  that thoughts and 
fee lin gs can be observed  or accessed  
from  outside
E go consistcncy/cohcrencc A  fee lin g  o f  being a unitary being  both  
m entally  and bodily, to  feel there is a 
connection  betw een  thinking and 
feeling, and a connection  betw een  w ill, 
im pulse and fulfillm ent o f  action, and 
experiencing o n e se lf  as being  
structured and organised
T he intuitive im pression that o n e ’s 
m ind has disintegrated, sp lit into parts, 
w hich function  independently, causing  
inner chaos and m aking m eaningful 
actions d ifficu lt
E go activity O ne fee ls  that perceptions, thoughts, 
fee lin gs and actions are self-governed
T he fee lin g  o f  no longer fu lly  
participating in o n e ’s ow n  voluntary  
physieal and p sych o log ica l acts, and 
therefore on e fee ls  m anipulated from  
the outside
E go vitality* The experienee o f  o n e se lf  as being  
alive and present
A n  overw helm ing sense  o f  being inert, 
o f  having o n e ’s life  being taken aw ay  
or annihilated, or a fee lin g  o f  
term ination o f  ex isten ce
added in 1981 by Scharfetter
As aforementioned, these dimensions formed the basis for ego consolidation therapy. 
The dimensions are used to enable the therapist to understand what ego function has 
been violated. This insight enables the therapist to reflect back to the schizophrenic 
client the underlying feeling that is likely to cause the delusion(s). This represents a 
major difference from the cognitive paradigm which challenges the content of
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delusions and attributes new meanings to them. In the case of ego consolidation 
therapy, the statements that are reflected back to the client are based on informed 
empathy. Informed empathy is different from ‘normal’ empathy because it is 
conditional upon prior knowledge of ego dimensions and decoding of delusions 
(Fewtrell et al., 2000). According to Scharfetter, it is this process which engages the 
schizophrenic clients, whose bizarre, isolating and often terrifying experiences are 
now being understood by another person. Research has pointed out that the most 
important factors in therapeutic relationships for clients who suffer from severe mental 
illness, like schizophrenia, is ‘being accepted’, ‘feeling understood’ and ‘friendliness’ 
(Goering and Stylianos, 1988; Coursey, Keller and Farrell, 1995). Ego consolidation 
therapists emphasise the importance of engaging the schizophrenic client in a positive 
therapeutic relationship early in the acute phase as this may contribute, in conjunction 
with pharmacological therapy, to the process of decreasing the delusional thoughts. 
Engagement will also affect social withdrawal, and the ability to discuss their inner 
experiences with someone who is perceived to understand may cause their experiences 
to be less frightening, isolating and disabling. The method becomes increasingly 
cognitive in nature as therapy progresses, yet the client’s inner experiences of self are 
always in focus, representing a marked difference to cognitive therapy for psychosis 
(Fowler, Garety and Kuipers, 1995; Nelson, 1998). In ego consolidation therapy, the 
schizophrenic clients are increasingly encouraged to consider re-attribution of meaning 
to environmental stimuli in order to stop the malingering alienation (Morgan, 1979). 
Finally, ego consolidation therapists are of the opinion that schizophrenic clients will 
benefit more if they are offered explanations of their symptoms based on their self­
experience and distortions in ego-awareness.
However, there exists no empirical evidence that supports or rejects the efficiency of 
ego consolidation therapy for the schizophrenias. But, if the method is as successful 
as it claims to be, it should be made more generally available as a treatment method. 
In order to assess whether the therapy shows positive results with the client group for 
which it has been designed, the researcher devised an observational pilot study where 
measurements of the therapeutic relationship and psychopathology were obtained.
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Qualitative data regarding the clients’ experiences of ego consolidation therapy was 
also gathered. The investigation sought to answer the following questions:
1. What are the effects of four weeks of ego consolidation treatment on client 
psychopathology as measured by the Brief Psychiatric Rating Scale?
2. How is the quality of the therapeutic relationship affected by four weeks of ego 
consolidation treatment as measured by the Helping Alliance Scale?
3. Are the measurements of the therapeutic relationship consistent with the 
clients’ subjective experiences of the therapeutic encounter?
The research hypotheses were:
1. The clients’ level of symptomatology will have decreased following four 
weeks of ego consolidation therapy.
2. The therapeutic alliance is positive from the beginning of therapy and 
improves as therapy progresses.
3. The clients’ subjective experiences of ego consolidation therapy are consistent 
with the measured quality of the therapeutic relationship.
Method
Sample and recruitment procedure
The researcher recruited dyads of clients and therapists from four acute psychiatric 
wards in an NHS run psychiatric hospital catering for adult clients between 18 and 65 
years of age. The inclusion criterion was a confirmed diagnosis of schizophrenia, 
made by the consultant psychiatrist, as well as the experience of florid symptoms, 
according to ICD-10 (WHO, 1998, see appendix I). Since this was an observational 
pilot study, the researcher limited the recruitment to 11 participating dyads. The client 
sample consisted of five females and six males, with a mean age of 36.0 years (sd =
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8.6, range 25-57, see appendix II). All clients suffered ego dysfunctions in at least one 
dimension; one suffered one, two suffered three, five suffered four and three suffered 
from five ego dysfunctions, where the mean number of ego dysfunctions was 3 (sd = 
1.5, range 1-5, see appendix II). All participating clients were taking neuroleptic 
medication, either orally or through depot injections. The therapists included one 
clinical and one counselling psychologist, both of whom had a minimum of three years 
experience in implementing ego consolidation therapy, while working therapeutically 
with schizophrenic clients.
The participating therapists were approached and informed about the research before 
being asked to consent to participate in the investigation. To minimise sampling bias, 
the researcher recruited schizophrenic clients through the hospital’s consultant 
psychiatrists or named nurses, who were all informed about the research. If both client 
and therapist agreed to participate, the researcher met with them to explain the 
implications of participation and to request the completion of consent forms. In order 
to ensure that informed consent was obtained from the clients the meetings were 
attended by the clients’ care coordinator, who acted as a witness on the consent form 
(see appendix III).
Treatment
Ego consolidation therapy training and treatment manual
Both therapists had undergone two months of training with Professor Scharfetter, who 
developed ego consolidation therapy for schizophrenic clients (see appendix IV for 
training and treatment manual). Although both participating therapists had passed the 
course and had reached a level of competence which was adequate as assessed by 
Professor Scharfetter, their current level of competence was not assessed. It is 
therefore not possible to state how similar the therapists’ levels of competence were.
Furthermore, since the therapy method has not been evaluated before there did not 
exist a treatment manual. In order to ensure that clients were treated as similarly as 
possible, the researcher requested permission from Professor Scharfetter to devise a
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treatment manual under his supervision. A summary of the treatment manual is given 
below; this is to allow the reader to picture how the therapy sessions are conducted.
Summary o f  treatment manual
In the first session the therapist interviews the schizophrenic client, and the 
questioning is guided by the Ego Psychopathology Profile. This session usually lasts 
about one hour. The subsequent sessions are shorter, between 10-15 minutes. The 
therapist usually starts the session by referring to previously held delusional beliefs, 
which are then decoded according to the five dimensions, and the underlying feeling is 
reflected back to the client. This process is called informed empathy. Therapeutic 
interventions should carry an element of reassurance for the client, and feedback from 
the client is encouraged. Delusions and hallucinations are seen as working hypotheses 
created by the schizophrenic client in order to make sense of the inner experiences. 
The client’s coping strategies should not be challenged, but re-attribution of meaning 
to delusions and hallucinations is the therapeutic aim.
The treatment was scheduled to include three sessions per week for four weeks. 
Frequencies o f treatment
Four clients had a total of 12 sessions, three had 11 sessions, three had 10 sessions and 
1 had nine sessions, (mean of treatment sessions = 10.9, sd = 1.0, see appendix V). 
The variations were mainly caused by clients being on home leave.
Test materials
Ego Psychopathology Profile (EPP see appendix VI a; Scharfetter, 1996) is a semi­
structured clinical interview, lasting about one hour. The EPP has nine sections; 
identity (5 items), demarcation (4 items), consistency/coherence (5 items), activity (4 
items) and vitality (5 items), in addition to overcompensation (6 items), body 
experience (10 items), thought disorder (7 items), and psychomotoric behaviour (7 
items). For the purpose of this study only the first five sections were scored. This 
omission does not affect the scoring of the EPP as global rating is only dependent 
upon the five first sections. The items are responded to on a 3 point Likert scale.
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where the anchor points are ‘never experienced’ (0) and ‘frequently positive or 
intensly experienced’ (2).
Global rating: In addition, a global rating is given, covering the presence or absence 
of experiences in the five dimensions of ego pathology. A minimum of one positive 
answer in each ego dimension means that the client suffers this type of ego 
dysfunction. Following an identification of an ego dysfunction, the degree or intensity 
of the dysfunction is rated. The scale ranges between land 5, where a rating of five is 
viewed as severe ego-dysfunction.
The EPP was used to identify ego-dysfunctions and their degree of severity. The ego- 
dysfunctions were subsequently the targets for ego consolidation therapy. The five 
ego-dysfunction scales on the EPP have been tested for reliability, and the Cronbach’s 
alpha ranges between 0.61 and 0.68. The Cronbach’s alpha for the whole profile is
0.88 (Scharfetter, 1996).
Client psychopathology was assessed by the researcher observing the client 
participants, and the 24-item Brief Psychiatric Rating Scale (BPRS see appendix VI b: 
Ventura et al., 1993) was used as a measure. The BPRS is answered on a 7 point 
Likert scale, where the anchor points are ‘not present’ (1) and ‘extremely severe’ (7). 
Reliability coefficients range from 0.63 to 0.94 for 22 of the 24 items. The two items 
with low reliability are mannerisms and posturing, and bizarre behaviour, with 
coefficients of 0.00 and 0.41 respectively. The reason for the two low reliability 
coefficients is limited ratings of the phenomena. To ensure inter-rater reliability for 
the BRPS a second observer also rated the clients’ level of psychopathology at the 
same times, and the Cohen’s Kappa was calculated to be 0.83 (see appendix VI b). 
According to Fliess (1981) a Kappa above 0.75 is ‘excellent’.
A modified version of the Helping Alliance Scale for clients (HAS-C; see appendix VI 
c; McCabe & Priebe, 2000) was used to assess the quality of the therapeutic 
relationship(s) that clients experience with professionals in psychiatric settings. The 
HAS for clients consists of six items, with five being rated on an 11-point visual
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analogue scale where the anchoring points are ‘not at all’ (0) and ‘yes, entirely’ (10). 
The sixth item is answered by ticking ‘worse’, ‘unchanged’ or ‘better’, which are 
respectively translated into numerical data as 0, 1 and 2. McCabe and Priebe (2000) 
have also devised a Helping Alliance Scale for therapists (HAS-T; see appendix VI d), 
which was used to assess the therapists’ view of the therapeutic relationships they had 
with their clients. This questionnaire consists of five items that are rated on an 11- 
point visual analogue scale, with the same anchoring points as the HAS-C. The HAS- 
C has predictive validity in relation to the number of days spent in hospital, with item 
6 providing the predictor. The clients who answered that they felt better immediately 
after seeing the therapist actually spent fewer days in hospital than those who 
answered that they felt unchanged or worse, and the correlation coefficient between 
the two is -.21, p = .05 (Priebe and Gruyters, 1993). HAS-C also has predictive 
validity regarding work, and this was best predicted by item 1. The clients who felt 
understood by their therapists were more likely to maintain their jobs than those who 
did not feel understood by their therapists, and the correlation coefficient is .40, p = 
.01 (Priebe and Gruyters, 1993). Internal reliability has been assessed for the HAS, 
and the alpha coefficient is 0.78 for first admission schizophrenic clients and 0.72 for 
long-term hospitalised schizophrenic clients (McCabe, personal communication).
Qualitative data regarding the clients’ experience was obtained following the end of 
the four weeks of ego consolidation therapy. This was done in order to obtain 
information more specifically related to the method itself. A semi-structured 
interview, covering client expectations, helpfulness of therapy, client’s perceptions of 
the therapist’s understanding, the therapist’s ability to make the client feel 
comfortable, the quality of the therapeutic relationship that was developed, was 
conducted (see appendix VII), for which the questions were kept short and concise. 
Ordinarily in qualitative research, interviews are recorded in order to afford the 
researcher a detailed record of the data. However, in this case, tape-recording was not 
possible due to the high level of background noise in the interview locations (due to 
building work outside the hospital wards). The interviewer therefore made detailed 
notes during the interviews, summarising the content of participants’ responses and 
recording their actual words when they made points which were particularly relevant
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to the research questions. These notes were then developed in greater detail 
immediately after the interviews.
Design o f  study and procedure
Table 2: Diagrammatic layout of the investigation
Instrument After first session After two weeks After four weeks
EPP X
RPRS X X X
HAS-client X X X
HAS-therapist X X X
Interview X
The EPP was completed once to ensure that the client participants suffered ego 
dysfunctions. The BPRS was completed three times by the researcher and the 
observer observing the clients in the consultant psychiatrists’ ward rounds. The HAS- 
P was administered to the clients on three occasions in a room with only the researcher 
present; after the first session, and after two and four weeks of treatment. The 
therapists completed the HAS-T on the same three occasions, but separately from the 
clients. Completion time for HAS-P and HAS-T was approximately 5 minutes. 
Following the four weeks of treatment, the clients participated in a semi-structured 
interview concerning their experiences of ego consolidation therapy. The interview 
lasted 20 minutes.
Ethical considerations
Ethical approval was sought and obtained from the Local Authority Ethical Committee 
under whose auspices the hospital fell. All professionals involved with the 
participating clients were made aware of their participation in the research. The 
clients were made aware that the professionals had been informed. Furthermore, the 
clients’ care coordinators in the community acted as independent witnesses on the 
consent forms. This procedure was followed in order to ensure that an independent 
person also assessed the client’s ability to make an informed choice regarding 
participation. If a client requested that family members be informed, the researcher
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promptly informed the relevant parties. No relatives objected to the participation of 
their family members in the research. The researcher also requested that any adverse 
reactions or events in connection with the research be reported to her, but no such 
information emerged.
In order to prevent the disclosure of names in the research, confidentiality was 
protected by giving each client participant a number which also corresponded to their 
therapist’s (e.g. la  - lb). The answers given by the clients were not disclosed to their 
therapists and vice versa in order to minimise the effects of the investigation on the 
therapeutic relationship. The raw data were destroyed when anonymous computer- 
files had been created. The participants were encouraged to approach the researcher 
with any questions or concerns at any time before or after data collection.
Data analysis
Analysis o f  quantitative data
The data was tested for skewness and kurtosis in order to determine which statistical 
tests to apply in the analysis of the data. The results showed that the data were within 
the range of normal distribution (see appendix VIII). As a result, a variety of 
parametric statistical tests were chosen to analyse the data.
Analysis o f  qualitative data
The notes made from the interviews were subjected to thematic content analysis in 
order to illuminate underlying themes in participants’ answers (Smith, 1995). The 
qualitative analysis was not guided by any specific prior hypotheses but instead 
allowed key themes to ‘emerge’ from the data, the aim being to gain an account of 
participants’ own views and preferences. However, the adoption of a semi-structured 
interview approach to data collection means that the data are to a certain extent shaped 
by the core questions asked of all participants. The analytic process involved the 
careful re-reading of the interview notes by the researcher to discern common themes 
and differences in the accounts provided by the participants. A preliminary set of 
themes was developed and illustrative quotations were noted. This was subsequently 
checked by another researcher, who was experienced in qualitative research with
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schizophrenic clients, in order to ensure that the themes were consonant with and 
grounded in the data (see Elliott, Fischer and Rennie, 1999).
Results
Quantitative data
In order to identify statistically significant changes in client psychopathology over 
time, the observer-rated BPRS measures were subjected to a repeated measures test. 
The results showed a significant effect of time: F = 83.337, df = 1, p = .000 and 
MS(time) = 2553.136 (see appendix IX a). As the results were significant, the Pillai’s 
Trace was checked for significance, and the result was: F = 37.512, df = 2, p = .000. 
This indicates that as ego consolidation treatment progressed the client 
psychopathology decreased significantly. Furthermore, to establish where the 
statistically significant difference(s) is/are, paired t-tests were carried out. The 
findings, given in Table 3, showed that there were statistically significant differences 
between all three points of measurement (see appendix IX b). This suggests that client 
symptomatology changed significantly between the three measurement times.
Table 3: Comparisons of means of scores on the Brief Psychiatric Rating Scale at three different points 
intime
t-value degrees o f freedom p-vaiue*
BPRStimel -BPRStimc2 5.970 10 .000
BPRStimel - BPRStime2 9.129 10 .000
BPRStimel - BPRStime2 5.555 10 .000
* significant at p = .05
A repeated measures test was applied to both the clients’ and therapists’ scores on the 
HAS. The results for the client sample showed non-significant results: F = 1.114, df 
= 1, p = .316 M stim e= 31.920. Since the Pillai’s Trace showed a significant result (F =
7.07, df = 2, p = .014), paired t-tests were carried out between the clients’ responses 
on the HAS at the different points in time, but no significant results emerged (see 
appendix X). The results for the therapist sample revealed significant changes in the 
quality of the therapeutic relationship: F = 12.564, df = 1, p = .005, Mstime = 55.564. 
The result of the Pillai’s Trace for the therapist sample was also significant: F = 
16.722, df = 2, p = .001 (see appendix XI a), which led to paired t-tests being carried
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out between the three different HAS scores to identify where the difference(s) is/are 
(see appendix XI b). The results are given in Table 4.
Table 4: Comparisons o f means on therapists’ HAS scores at three different points in time
t-value . degrees o f freedom p-value’“
HAStimel - HAStime2 -.920 10 .379
HAStimel - HAStimeS -3.545 10 .005
HAStime2 - HAStimeS -4.393 10 .001
* sign ificant at p =  0 .05
Although the data set was subjected to more than one statistical analysis, the 
Bonferroni correction was not applied because the results would have been significant 
in any event.
Qualitative data
11 clients participated in a semi-structured interview, with four themes emerging. 
These were ‘respect and acceptance in the therapeutic relationship’ ‘understanding and 
trust in the therapeutic relationship’, ‘interest and empathy’ and ‘insight and 
understanding’. One transcript is attached (see appendix XII)
Respect and acceptance in the therapeutic relationship
It has been hypothesised that therapeutic relationships have been difficult to develop 
with schizophrenic clients due to the difficulty therapists may have in empathising 
with and understanding the strange experiences of schizophrenic clients (Jaspers, 
1959; Fowler et al., 1995). One client reported: “I have never felt obliged to talk to 
any professional about what is happening inside my head, because most people either 
become scared and disappear or they say that I’m mad. This was until 1 met X (the 
therapist), then everything changed. He seemed to understand what I was talking 
about, and he was asking me questions that hit the nail on the head. I was really 
surprised initially and could not believe my luck. His attitude towards me was 
brilliant as well, and I felt respected and accepted as a person and not only as a client 
in hospital, which is how most others perceive me” (10a). Feeling understood, 
accepted and respected as a person appears to be what made this client change her
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attitude towards the therapist, and it would seem that the client responded to the 
person-centered way in which the psychologist appeared to have approached her. This 
was echoed by another client who said: “That X (the therapist) has made a difference, 
the way he talked to me meant that he really understood how I felt about peadophiles, 
and why I responded to the voices. He didn’t seem to judge me for doing so, which 
surprised me because usually I end up in trouble when I talk about what I feel, like 
being sectioned in hospital” (5a). It would therefore appear that a therapist’s attitude 
is as important in a therapeutic relationship with a schizophrenic client, as it is in a 
therapeutic relationship with a non-psychotic client. Ego consolidation therapy 
emphasises the value the Rogerian concept of the ‘core conditions’ (Rogers, 1957), 
which seem to be appreciated by the two clients quoted above.
Understanding and trust in the therapeutic relationship
Further support for the benefits of the approach in the developmental phase of the 
therapeutic relationship comes from another client: “I was very wary to talk to X (the 
therapist) when I first saw him, because I thought that he was from the IRA and that he 
had come to kill me since I was a grass. I told him who I thought he was and his 
response made me realise that he understood what I was going through and I felt at 
ease immediately. I had found someone who I could talk to, and who I felt understood 
my experiences. I don’t know where he got the knowledge from but he was spot on 
about my feelings every time, and I trust him more than anyone else I have been in 
therapy with before” (7a). This client suggests that it was the way her therapist 
responded to her delusion that made her develop trust in him. Clients may be afraid to 
discuss their inner experiences for different reasons. The client quoted above was 
affected by positive symptoms, whereas other clients may be wary due to previous 
adverse experiences with professionals. The latter point can be illustrated by the 
following quote: “I didn’t really want to talk to X (the therapist) because I assumed he 
was just like the other professionals. The reason I am in here (the hospital) is because 
I spoke about how I felt and the doctor sectioned me. I was punished for being honest, 
so why should I discuss my experiences with anyone with power” (5 a). This client 
was quoted in the previous theme saying the therapist’s non-judgmental manner 
facilitated the development of a therapeutic relationship.
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Moreover, ego consolidation therapy may also appear less judgmental to clients, than 
other existing psychological therapies for psychosis, as it focuses on the clients’ inner 
subjective experiences. This would also facilitate development of a therapeutic 
relationship, as one client reported: “I felt dehumanised by the doctors and nurses 
because they only seemed interested in my illness and not in me as a person. After I 
met X (the therapist), I felt I had found someone who was interested in me and my 
experiences, which I was terrified of myself. I was relieved to have found someone 
who I felt I could share my fears with, and who I felt understood what I was talking 
about” (8a).
The above illustrations can serve to highlight how important it is for practitioners to be 
aware of the core conditions, stipulated by Rogers (1951), when engaging in 
therapeutic interactions. Furthermore, during the treatment of schizophrenic clients, it 
can also be hypothesised that trust and understanding are fostered by being interested 
in, accepting of and open-minded about the client, all of which are important aspects 
of any therapeutic relationship. However, it may be that these conditions on their own 
are not sufficient to win schizophrenic clients’ trust and to engage their willingness to 
discuss their experiences. An indication of which could be client 7a’s response quoted 
above. One could therefore hypothesise that the successful engagement of this study’s 
clients was at least partly due to the particular therapeutic approach that was 
implemented. The next theme will discuss this claim.
Interest and empathv
Ego consolidation therapy claims that the way its therapists respond to delusions and 
hallucinations, i.e. by decoding them according to the five ego functions (Jaspers, 
1913/1959; Scharfetter, 1996), promotes the development of a therapeutic 
relationship. The therapeutic method’s success is thought to result from its 
combination of the phenomenological and the cognitive approach to schizophrenic 
psychopathology (Fewtrell et al., 2000). There was support for this hypothesis in the 
data, and one client reported: “In the past I have tried to explain to doctors and nurses 
what is happening, but I don’t think they have understood me at all.... They (his 
consultant and junior doctor) have never appeared to be interested in what is actually
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going through my mind and what I believe is happening to my body sometimes, 
because when I am ill I think that I have one sword and three hooks inside my chest as 
a sign that I am God, and I get upset when people do not believe me. What was 
fantastic about X (the therapist) was that he talked to me about this and he did not
dismiss it as fantasies or delusions  (pause)” (la). This client’s comments
emphasise the importance for schizophrenic clients to be taken seriously, and their 
experiences and feelings being respected as real and not as delusional. Furthermore, 
this client seems to suggest that allowing schizophrenic clients to discuss their 
experiences is beneficial to their mental health, as these conversations may make them 
feel accepted and respected. Another client’s response supported this: “When I came 
into hospital I was convinced that I was A1 Capone, but nobody wanted to discuss how 
I felt about that or what went on inside my head. My doctor only asked whether the 
belief was still there, and then adjusted my medication. The ward attitude to me made 
me angry and I became more paranoid, then X (the therapist) started to see me, and I 
started to change. He didn’t challenge my belief that I was A1 Capone in the 
beginning, but gradually I started to doubt it myself. The voices in my head also 
became less threatening, and I gained more control over them thanks to X’s 
willingness to talk to me about what went on in my head. The voices still occur 
sometimes, but I worry much less about them now” (4a). Both the above illustrations 
highlight the difference between ego consolidation treatment and the medical approach 
favoured by medical staff. The two quoted clients attribute their progress to ego 
consolidation treatment because of the method’s interest and concern with the clients’ 
experiences and accompanying feelings.
Insight and understanding
Several clients who were interviewed reported that they had gained considerable 
understanding of their experiences as a result of the therapy they had received, as 
illustrated by the following client’s response: “The way X (the therapist) approached 
my symptoms was very different from anything else I had previously experienced. He 
also made connections between my inner experiences and feelings, which made sense 
to me, and as a result the experiences have become less frightening. I would say that I 
know myself much better, and I can now discriminate much better between when the
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schizophrenia plays tricks with my mind and when my feelings and beliefs are real, in 
the sense non-schizophrenic people think and feel. The sessions with X has made my 
life clearer to me, and I can now understand most of the past reactions I received from 
other people before I came into hospital” (8a). This account suggests that not only has 
the client gained a better understanding of her own internal processes, but also of 
interpersonal processes. The latter is of considerable value as difficulties with 
interpersonal relationships are common in the schizophrenic population (WHO, 1998).
It seems that developing an understanding or meaning of the inner experiences of 
schizophrenia may aid schizophrenic clients to better understand interpersonal 
experiences.
Another client said: “The sessions I had with X (the therapist) helped me change my 
thinking, so that it made more sense to me. It started by discussing the voices in my 
head and the feeling that I was dead and it was my ghost walking around; these 
feelings were terrifying and made me stay in bed most of the day and I used to bang 
my head against the wall to get rid of the nasty voices. Gradually, the voices became 
less threatening and I gained more control over them, and I think that was because I 
acknowledged them and spoke about them, which took some of their convincing 
powers away. Slowly, I also managed to be around people, and their actions and 
behaviours became understandable to me, maybe because I understood more of myself 
and that I had regained almost full control of my mind” (10a). According to this 
client, it would appear that loss of control of her own mind was impairing her 
understanding of other people’s behaviours and caused her to withdraw from human 
contact. Her account also implies that by regaining control of her own mind, she was 
better able to make sense of her environment in an unthreatening way, making it easier 
for her to socialise.
The final point relating to the therapeutic method which appeared to be appreciated by 
the clients was its brief but firequent sessions. This is also thought to enhance the 
quality of the therapeutic relationship because it takes into account schizophrenic 
clients’ difficulties in concentrating and sustaining prolonged human contact. One 
client reported: “I think the sessions were about right, because if I have to talk for a
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long time my head gets fuzzy and I find it difficult to concentrate. Usually, I only stay 
in the smoking room for the length of a fag as well because there are too many people 
in there to be able to concentrate on the conversation. X (the therapist), he was good 
at understanding when I needed to stop and he just said that he’d let me go now and 
that he’d be back in a few days. That made me feel good because I didn’t feel I let 
him down, he was so easy about it, it was good” (la).
This brief analysis of the qualitative data offers support for the quantitative results, 
and the conclusion is therefore that clients’ subjective experiences of ego 
consolidation therapy are consistent with the way they rated the quality of the 
therapeutic relationship.
Discussion
The results from this investigation show that the level of psychopathology decreased 
as therapy progressed and that the quality of the therapeutic relationship was 
perceived, by both clients and therapists, as improving as the therapeutic process of 
ego consolidation therapy unfolded. These results are desirable, but researching a 
particular therapeutic relationship in a psychiatric setting is difficult. One reason for 
this is that clients in psychiatric settings have many therapeutic relationships, for 
example with the consultant psychiatrist, nurses on the wards, social worker, 
psychologist etc. As a result, it would be wrong to claim that a client’s progress is a 
result of one professional’s efforts, and it is more likely that a client’s progress is a 
result of combined efforts from many different professionals, and possibly other 
factors too. Hence, the positive ratings of the therapeutic relationship are therefore 
more likely to reflect how the clients perceive the total therapeutic package they 
receive whilst in hospital, rather than only the therapeutic relationship that is 
developed between schizophrenic clients and their therapists within the ego 
consolidation framework. However, results like those obtained may provide valuable 
information regarding how satisfied hospitalised clients are with the therapeutic care 
they receive, which is also likely to impact upon the rate of crisis recovery.
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Furthermore, the decrease in client psychopathology may also have been caused by the 
neuroleptic medication that all clients received. In addition, the effects of the 
neuroleptic medication on the schizophrenic symptoms could also have made the 
client participants more accessible to psychological therapy, and hence the positive 
ratings of the therapeutic relationship. There are two ways to assess the impact of the 
therapeutic relationship on client psychopathology. One way would be to treat 
medication free clients, which would be difficult to defend ethically. The other would 
be to treat clients who are on neuroleptic medication but who still suffered residual 
symptoms. However, the problems posed for research by multiple therapeutic 
relationships in psychiatric settings still remain.
Finally, the present study was designed as an observational pilot study, and therefore 
its results ought to be interpreted with some caution. As only 11 client-therapist dyads 
were recruited, it is possible that the results were obtained by chance, and that they 
therefore may not reflect the true perceptions of the treatment received by hospitalised 
schizophrenic clients. Moreover, this study did not include a comparison group 
because it was designed to investigate the therapeutic process through observation. 
This omission means that it is impossible to state whether or not ego consolidation 
therapy performs better or worse than, or equal to other therapeutic approaches 
developed to treat this client group.
The present findings are compatible with results from research investigations with 
non-psychotic client populations. Horvath and Symonds’ (1991) meta-analysis of 
therapeutic relationship research with non-schizophrenic clients found that a good 
therapeutic relationship is associated with positive therapeutic change (i.e. a good 
therapeutic relationship is associated with decreased psychopathology). Yet, for this 
client group it is too early to determine a causal relationship between the two 
variables, and since the effects of neuroleptic medication on psychopathology were not 
controlled for in this study, cautious interpretations are warranted. Furthermore, 
Horvath and Symonds also found that a client’s level of psychopathology was 
unrelated to the quality of the therapeutic relationship that was established between the
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client and the therapist. This is compatible with the results from this study, and 
therefore suggests that this may also hold true for schizophrenic clients.
However, the above contradicts many therapists’ experiences. It has been repeatedly 
reported that engaging schizophrenic clients in a therapeutic relationship is difficult 
(e.g. Fowler et al., 1995), and one reason for this is thought to be the non- 
understandable nature of the schizophrenic experiences (Jaspers, 1913/1959). It 
therefore seems plausible that Jaspers’ (1913/1959) and Scharfetter’s (1981) method 
of identifying and articulating schizophrenic experiences into non-delusional 
statements enhances the possibility of schizophrenic clients feeling understood. This 
may be because the non-delusional statements that are produced by the therapist 
resemble the schizophrenic client’s inner experiences.
Moreover, this study’s results are incompatible with Frank and Gunderson’s (1990) 
findings that only 14.2% of therapists rated the quality of the therapeutic relationship 
as positive following four weeks of therapy. In the present study, schizophrenic 
clients and their therapists rated the quality of the therapeutic relationship as positive 
after only one session. The difference in the ratings could therefore highlight 
important differences in therapeutic approaches that may or may not promote good 
therapeutic relationships. The therapists in Frank and Gunderson’s study conducted 
exploratory-insight oriented (EIO) and reality-adaptive-supportive therapy (RAS), but 
further investigation into differences between EIO, RAS and ego consolidation therapy 
was not possible as no description of, or references to, EIO and RAS were given. 
Judging by the results obtained by this investigation schizophrenic clients are likely to 
benefit from psychological input where emphasis is put on developing an empathie 
therapeutic relationship, this despite the difficulties many schizophrenic clients 
encounter in relation to emotional interpersonal interactions. This suggests that 
relationship difficulties may not result from schizophrenic clients being unwilling or 
unable to interact, but rather that the effects of their symptoms creates suspiciousness 
towards other people and thus force them to socially withdraw and isolate themselves. 
This hypothesis is compatible with the findings of Allen et al. (1985) and Olsen
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(2000), where a good therapeutic relationship was associated with enhancing or 
preserving social and communication skills.
Furthermore, if the results are seen from an information processing point of view, 
where schizophrenia is seen as a disorder of ego-awareness (e.g. Hemsley, 1986; Frith, 
1987), schizophrenic clients appear able to re-train their observer egos to interpret 
environmental stimuli and monitor their own actions in a less delusional way. It 
would therefore seem that a cognitive-phenomenological approach, such as ego 
consolidation therapy, is appropriate for treating schizophrenic clients as it takes 
account of their inner experiences and how these experiences are misinterpreted and 
erroneously attributed due to cognitive dysfunctions.
If future research into the therapeutic relationship with schizophrenic clients find the 
quality of the therapeutic relationship to be the variable accounting for most of the 
variance of therapeutic change, as has been found with non-psychotic clients (Horvath 
and Symonds, 1991), then this would open up a relatively new area of practice, 
research and theory for counselling psychology practitioners. A relationship based 
therapeutic method for schizophrenic clients is a relatively new innovation 
(Scharfetter, 1996), and it would therefore seem appropriate for counselling 
psychologists to contribute to further innovations since the use of the therapeutic 
relationship in practice is at the core of the profession. More specifically, counselling 
psychologists are trained to recognise dynamic processes arising from transferential or 
countertransferential material, and work with such issues therapeutically. However, 
with schizophrenic clients it will be necessary to use such information differently from 
a classical psychoanalytic perspective since this method has been found to be largely 
ineffective with this client group (Roth and Fonagy, 1996). One way of using dynamic 
information would be to hypothesise about expressed emotion in the client’s social 
network (Leff and Vaughn, 1980), and then use this therapeutically. Another way 
would be to identify emotions aroused by the interaction, and discuss these in an 
honest and open-minded manner.
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Furthermore, from this research it appears to be the level of trust the client develops in 
the therapist which seems to be the basis of how well the client feels understood and 
accepted, and Hatfield and Lefley (1993) reported that schizophrenic clients are more 
likely to trust people whom they perceive as honest and unambiguous. Hence it would 
be important to be explicit about thoughts and feelings in the therapeutic relationship, 
still bearing in mind that the client’s emotional arousal ought to be kept at a tolerable 
level. Research in which relationship variables, that are perceived as important by this 
client group, are investigated would enable counselling psychology practitioners to 
integrate these into the manner in which the therapeutic relationship is used in therapy 
with schizophrenic clients.
It would also seem essential to know and understand the psychopathology of 
schizophrenia, as schizophrenic symptoms can be extremely anxiety-provoking for 
those who experience them. Moreover, since counselling psychologists are interested 
in the subjective experiences of their clients, a phenomenological approach to client 
psychopathology appears appropriate. This would encourage schizophrenic clients to 
talk about their inner experiences and express the impact these have on them. 
Through discussing what the experiences mean to the client, new meaning-making 
processes may be developed. One such phenomenological treatment method is ego 
consolidation therapy, investigated in this research project.
According to the present findings, ego consolidation therapy did foster trust through 
the schizophrenic clients feeling understood and accepted. It could therefore be 
hypothesised that the method’s emphasis on increasing the clients’ understanding of 
their subjective inner experiences may enhance their understanding of interpersonal 
processes, which may facilitate the development and maintenance of interpersonal 
relationships. This research would lend itself well to qualitative investigation, and 
would most likely offer invaluable insights into a schizophrenic client’s perceptions of 
the therapeutic process and its variables. Furthermore, any future research into ego 
consolidation therapy needs to address this research’s limitations. It would be 
necessary to include a comparison group in order to assess the method’s effectiveness 
relative to other methods. There is also a need to control for the effects of neuroleptic
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medication. Further, a larger number of participants would be necessary for the results 
to be reliable. Another problem, which will be difficult to overcome, is the fact that 
schizophrenic clients have multiple therapeutic relationships.
Finally, there is a need for relationship research with schizophrenic clients to take 
place, as it is possible to assume that as much will be learnt from this research as was 
learnt from relationship research with non-psychotic clients. It is also possible to 
assume that future therapeutic methods for schizophrenic clients will be developed 
based on results from such research. Henceforth, counselling psychologists ought to 
participate in this research, as it may broaden the area in which counselling 
psychologists are perceived to have expertise
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Appendix I
ICD-10 CASE DIAGNOSTIC CRITERIA
ICD-10 CLASSIFICATION OF MENTAL AND BEHAVIOURAL DISORDERS (22)
F 20.0 - F 20.3 SCHIZOPHRENIA. General criteria for paranoid, hebephrenic, 
catatonie, and undifferentiated schizophrenia.
G.l Either at least one of the syndromes, symptoms, and signs listed under (1) below, 
or at least two of the symptoms and signs listed under (2) should be present for most 
of the time during an episode of psychotic illness lasting for at least 1 month (or at 
some time during most of the days).
(1) At least one of the following must be present:
(a) thought echo, thought insertion or withdrawal, or thought broadcasting;
(b) delusions of control, influence, or passivity, clearly referred to body or limb 
movements or specific thoughts, actions, or sensations; delusional perception;
(c) hallucinatory voices giving a running commentary on the patient’s behaviour, 
or discussing the patient among themselves, or other types of hallucinatory 
voices coming from some part of the body;
(d) persistent delusions of the kinds that are culturally inappropriate and 
completely impossible (e.g. being able to control the weather, or being in 
communication with aliens from another world).
(G2) Or at least two of the following:
(a) persistent hallucinations in any modality, when occurring every day for at least
1 month, when accompanied by delusions (which may be fleeting or half­
formed) without clear affective content, or when accompanied by persistent 
over-valued ideas:
(b) neologisms, breaks, or interpolations in the train of thought, resulting in 
incoherence or irrelevant speech;
(c) catatonic behaviour, such as excitement, posturing or waxy flexibility, 
negativism, mutism, and stupor;
(d) “negative” symptoms, such as marked apathy, paucity of speech, and blunting 
or incongruity of emotional responses (it must be clear that these are not due to 
depression or to neuroleptic medication).
Research dossier - research report
G2. Most commonly used exclusion clauses
(1) If the patient also meets criteria for manic episode (F30.-) or depressive 
episode (F32.-), the criteria listed under G1 (1) and G1 (2) above must have 
been met before the disturbance of mood developed.
(2) The disorder is not attributable to organic brain disease (in the sense of F 00 - 
F 09), or to drug-related intoxication (F Ix.O), dependence (F lx.3 and F lx.4).
Pattern of course
F20.x0 Continuous
No remission of psychotic symptoms throughout the period of
observation
F20.xl Episodic with progressive deficit
Progressive development of “negative” symptoms in the intervals 
between psychotic episodes
F20.x2 Episodic with stable deficit
Persistent but non-progressive “negative” symptoms in the intervals 
between psychotic episodes
F20.x3 Episodic remittent
Complete or virtually complete remissions between psychotic episodes
F20.X4 Incomplete remission
F20.X5 Complete remission
F20.X8 Other
F20.X9 Course uncertain, periods of observation too short
F20.1 Hebephrenic Schizophrenia
F20.2 Catatonic Schizophrenia
F20.3 Undifferentiated Schizophrenia
F20.4 Post-schizophrenic depression
F20.5 Residual Schizophrenia
F20.6 Simple Schizophrenia
F20.8 Other Schizophrenia
F20.9 Schizophrenia, unspecified
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PRODROMAL OR RESIDUAL SYMPTOMS ACCORDING TO DSM-III-R
1. Marked social isolation or withdrawal
2. Marked impairment in role functioning as wage-eamer, student, or homemaker
3. Markedly peculiar behaviour (e.g. collecting garbage, talking to self in public,
hoarding food)
4. Marked impairment in personal hygiene and grooming
5. Blunted or inappropriate affect
6. Digressive, vague, over-elaborate, or circumstantial speech, or poverty of 
speech, or poverty of content of speech
Odd beliefs or magical thinking, influencing behaviour and inconsistent with 
cultural norms (e.g. superstitiousness, belief in clairvoyance, telepathy, “sixth 
sense”, “others can feel my feelings”, over-valued ideas, ideas of reference)
7. Unusual perceptual experiences (e.g. recurrent illusions, sensing the presence 
of a force person not actually present
8. Marked lack of initiative, interests, or energy
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Appendix II
Descriptive statistics of client sample
224
N Minimum Maximum Mean Sdt. deviation
AGE 
Valid N (listwise)
11 25.00 57.00 36.00 8.5790
N Minimum Maximum Mean Std. deviation
EGO 
DYSFUNCTIONS 
Valid N (listwise)
11 1.00 5.00 3.00 1.517
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Appendix III
Information sheet to participants - client
Therapeutic relationship and schizophrenia
Please consider participating in our project. It would be appreciated if you would read the 
information sheet before deciding whether to participate or not. Participation is entirely 
voluntary, and if you do not wish to participate this will not affect your treatment in any way. 
Moreover, you can withdraw you participation at any time without giving an 
explanation. Withdrawal will not affect continuation your treatment.
The quality o f the therapeutic relationship is considered important in predicting therapeutic 
success or failure. It is thus essential for therapists to understand how a good therapeutic 
relationship is developed within a short period of time. This has proved difficult with 
patients who suffer from psychotic symptoms. The aim of this project is to evaluate the 
quality o f the therapeutic relationships you develop with your therapist, whilst receiving 
treatment as an in-patient. The information you provide might help improve treatment 
procedures for psychotic patients in the future.
Participation will involve rating 12 statements once a week about the relationship you have 
with your therapist. This will be done in separate room with only the researcher present, and 
will take approximately 5-10 minutes each time. Your answers will be kept confidential from 
your therapist. Your therapist will also be asked to rate the relationship, and you will not 
have access to these answers. The rating of the therapeutic relationship is extra to the 
treatment and will only concern our research.
Rating the statements about the relationship you have with your therapist might make you feel 
slightly distressed, as they concern issues that you might have found difficult in relation to 
other people in the past. Your participation in the project will be known by your consultant 
psychiatrist, hospital doctor and ward nurses. They will also be informed about the potential 
distress participation may involve.
All the information you provide will be kept in the strictest confidence, and any identifiable 
information will only be known to the researcher. Identifiable information will be coded 
before it is entered on to a computer for analyses. Only non-identifiable information will be 
used in writing up the results o f the project. Any information given to the researcher during 
the project will be destroyed, by shredding, after the completion of the project.
If you have any questions about the project you can contact Camilla Olsen, In-Patient 
Therapy Team at Warley Hospital, 01708 464 238.
If you experience any hazard from participating in the project, you can make a formal 
complaint to BHB NHS Trust, through which the researcher is insured. If you feel you are 
eligible for any compensation this should be included in the complaint you forward.
We would to remind you that participation in the project is entirely voluntary, that you 
can withdraw from the project at any time without giving an explanation and that 
withdrawal will not affect any present or future treatment.
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Research consent form - client
I confirm that I have been given a full description o f  the investigation and that all my 
questions have been answered. Further, I also confirm that I have understood all information 
and instructions given to m e with regards to participating in the investigation.
I agree to voluntarily participate in the investigation, and to com ply with the instructions I 
have received. I agree to co-operate fully to ensure reliable data is obtained. I also agree to 
my therapist answering the questionnaire evaluating the quality o f  our therapeutic 
relationship.
I understand that I have the right to withdraw from the investigation at any tim e and that this 
w ill not have any consequences for m y further therapy and treatment. I also understand that I 
am no longer a participant in the investigation after I have been discharged from the hospital 
ward. I also understand that confidentiality w ill be upheld with regard to the responses I have 
provided, and that any identifying information w ill no be used in writing up the results o f  the 
investigation.
Name: _________________     Date:
B lock capitals (participant) (signature)
N a m e : _______________________________  Date:
B lock capitals (researcher) (signature)
Name: _________________________   Date:
B lock capitals (w itness) (signature)
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Information sheet to participants - therapist
Therapeutic relationship and schizophrenia
Please consider participating in our project. It w ould be appreciated i f  you w ould read the 
information sheet before deciding whether to participate or not. Participation is entirely 
voluntary, and i f  you do not w ish to participate this w ill not affect your work circumstances 
in any way. M oreover, you can withdraw you participation at any time without giving an 
explanation. Withdrawal will not affect continuation your work circumstances.
The quality o f  the therapeutic relationship is considered important in predicting therapeutic 
success or failure. It is thus essential for therapists to understand how  a good therapeutic 
relationship is developed within a short period o f  time. This has proved difficult with  
patients w ho suffer from psychotic symptoms. The aim o f  this project is to evaluate the 
quality o f  the therapeutic relationships you develop with your patient, when offering in­
patient treatment. The information you provide might help improve treatment procedures for 
psychotic patients in the future.
Participation w ill involve rating 12 statements once a w eek about the relationship you have 
with your patient. This w ill be done in separate room with only the researcher present, and 
w ill take approximately 5-10 minutes each time. Your answers w ill be kept confidential from  
your patient. Your patient w ill also be asked to rate the relationship, and you w ill not have 
access to these answers. Further, you w ill be asked to evaluate your patient’s level o f  ego  
distortion by interviewing him or her. This interview w ill take approximately one hour. You  
w ill be asked to write down the delusions that your patient elicit during each session, in 
addition to your own decoding o f  these delusions. Decoding accuracy and inter-rater 
reliability w ill be checked for and calculated by asking a second ego consolidation therapist 
to decode the written delusions. Determining the level o f  ego distortion is normal practice at 
the hospital, but the rating o f  the therapeutic relationship and the inter-rater reliability  
calculations are extras due to the project and w ill only concern our research.
A ll the information you provide w ill be kept in strictest confidence, and any identifiable 
information w ill only be known to the researcher. Identifiable information w ill be coded  
before it is entered on to a computer for analyses. Only non-identifiable information w ill be 
used in writing up the results o f  the project. A ny information given to the researcher during 
the project w ill be destroyed, by shredding, after the com pletion o f  the project.
I f  you have any questions about the project you can contact Camilla Olsen, In-Patient 
Therapy Team at W arley Hospital, 01708 464 238.
I f  you experience any hazard from participating in the project, you can make a formal 
complaint to BHB NH S Trust, through which the researcher is insured. I f  you feel you are 
eligible for any compensation this should be included in the complaint you forward.
We would to remind you that participation in the project is entirely voluntary, that you 
can withdraw from the project at any time without giving an explanation, and that 
withdrawal will not affect your work circumstances.
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Research consent form - therapist
I confirm that I have been given a full description o f  the investigation and that all my 
questions have been answered. Further, I also confirm that I have understood all information 
and instructions given to me with regards to participating in the investigation.
I agree to voluntarily participate in the investigation, and to com ply w ith the instructions 1 
have received. 1 agree to co-operate fully to ensure reliable data is obtained. I also agree to 
my patient answering the questionnaire evaluating the quality o f  our therapeutic relationship.
1 understand that 1 have the right to withdraw from the investigation at any time and that this 
w ill not have any consequences for my work circumstances. 1 also understand that 1 am no 
longer a participant in the investigation after my patient have been discharged from the 
hospital ward. 1 also understand that confidentiality w ill be upheld with regard to the 
responses 1 have provided, and that any identifying information w ill no be used in writing up 
the results o f  the investigation.
Name: Date:
B lock capitals (participant) (signature)
Name: Date:
B lock capitals (researcher) (signature)
Name: Date:
B lock capitals (w itness) (signature)
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D escr ip tiv e  sta tistics o f  treatm ent procedure
229
N Minimum Maximum Mean Std. Deviation
TREATMENT 120 9 12 10.91 1.033
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Appendix V
Training and Treatment
Ego consolidation therapy training
The ego consolidation treatment (ECT) was offered to schizophrenic clients by two 
chartered psychologists trained in ECT by professor Scharfetter, who developed this 
therapeutic approach. The training programme lasted two months and covered the 
following:
* Introduction to the theoretical concept of ego-pathology
* General introduction to the techniques of clinical interview
* Special introduction to the ego pathological interview schedule and the rating
manual. In this manual every item is defined and illustrated by clinical
examples. By means of these examples, the trainee learned to differentiate 
between ego pathological experiences and other psychopathological 
phenomena and to rate the particular dimension of ego pathology that was 
involved.
* Written protocols of patients’ statements had to be interpreted according to the 
items of the ego psychopathology profile and rated according to the manual in 
the particular dimension of ego pathology involved.
* Two videotaped training interviews were rated according to the instructions 
given in the rating manual.
* Practice in interview procedure by means of role plays between trainees in the 
presence of the senior researcher.
* One live-interview with a patient in the presence of the senior psychiatrist as 
supervisor.
Ego consolidation treatment manual 
First meeting between the therapist and client
Greet the client by introducing yourself and ask the client if s/he wants to talk to you. 
If the client would like to talk then escort her/him to a consulting room on the ward, 
and ask her/him to take a seat. It is important not to ask the client how s/he is, as a 
schizophrenic client with coherence and consistency dysfunctions might perceive this 
as being threatening. Explain what the meeting will be about, and if the client would
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mind you asking some questions about how s/he feels deep down. If the client agrees, 
then proceed. If not, then request to come back at a later time.
Use the Ego Psychopathology Profile as a guide for your questioning, and ensure that 
you assess for dysfunctions in all five dimensions. Furthermore, make sure that you 
assess the client’s coping strategies as well. The client’s coping strategies should 
never be questioned or challenged. When the assessment of ego psychopathology is 
finished, tell the client what will be the strategy, and explain that the following 
sessions will be shorter, around 10-15 minutes, and that s/he will be seen 2-3 times a 
week. Then ask the client how s/he feels about that, and clarify any questions the 
client may have.
Subsequent sessions
Greet the client by asking if s/he wants to talk to you, and if the client would like to 
talk then escort her/him to a consulting room, and ask her/him to sit down. Do not ask 
how the client is, as this might feel threatening to a schizophrenic client with 
coherence and consistency pathology.
The therapist starts the session by asking how the client feels deep down, and can refer 
to something the client said in a previous session. The therapist usually refers back to 
delusional beliefs, and the therapist wonders how the client feels about that now. If 
the client still has the delusion, decode it, according to the five dimensions, and reflect 
back to the client the feeling behind the delusion. This process is called informed 
empathy. If the delusion has faded, become less prominent or changed, then the 
therapist may say that sometimes feelings do change and that it is possible to feel 
different about things at different times. It is important to ask the client for frequent 
feedback, and encourage her/him to correct any inaccuracies in the therapist’s 
perceptions of the client’s experiences and feelings. Any comment or intervention 
made by the therapist should also carry and element of reassurance for the client, as it 
is often very anxiety-provoking for the client to suffer from positive psychotic 
symptoms.
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The sessions should not last longer than 10-15 minutes, and should be ended by the 
therapist saying T will not keep you any longer today, but I will come by and see you 
in a couple of days, if that is all right?’
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Appendix VI a
Psychiatrie University Hospital Zurich, Research Department 
EGO - PSYCHOPATHOLOGY 
EPP
Ch. Scharfetter
0 = No such experience; 1 = Patient unsure whether he had the respective experience;
2 = Experienced once or several times; 9 = Answer unclear
IDENTITY
1. I was no longer sure that I was still the same person or I had the feeling to be ______
someone else than I was before.
2. I checked my appearance in the mirror more often than I used to. ______
3. I repeatedly said to myself: I am I, or, I am a human being. ______
4. My gender had changed. I felt I was a man (a woman). ______ _
5. I thought I had a different family, a different life history, compared to what I us ______
to believe.
DEMARCATION
6. I felt I was defenseless, at the mercy o f influences beyond my control. I could
not defend myself and I was not aware of my own boundaries. ______
7. I had to withdraw physically or mentally from other people in order to protect 
myself. I did not allow anybody to come close to me anymore. I shut myself
off from others._________________________________________________________ ______
8. I became one with other creatures or objects. I lost the sense of my own
boundaries. ______
9. When I had an experience, I often did not know if  it was mine or the experience
of someone else.________________________________________________________ ______
CONSISTENCY/COHERENCE
10. I felt an internal split (splits) or felt that I was being tom apart, fragmented
as a person or I felt that I was dissolving or falling into pieces. ______
11. I had the feeling that the whole world was exploding and falling into pieces. _______
12. My feelings did not go along with my thoughts, experiences or actions. My
experiences o f life was paradoxical and mixed up.___________________________ ______
13. I felt tom between two powers/opposites (good/bad). Opposing feelings and 
incompatible emotions tore me apart.
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14. I heard internal voices or external voices even though nobody was there._______ ______
ACTIVITY
15. Some mysterious or awesome force hindered my movements, my actions and
speech. My activity was obstructed, I felt slowed down or paralysed. ______
16. I felt spied upon, persecuted, watched and followed. I was no longer free in
my actions and decisions. ______
17. I could no longer do what I intended to do, my movements and actions were
directedand controlled. I felt like a tool, a puppet. ______
18. I felt overwhelmed, possessed by alien forces, powers or people.______________ ______
VITALITY
19. I felt that my life was disintegrating, that I was dying.________________________ ______
20. I felt lifeless, dead as a mummy. ______
21. I felt that the world was about to end and all living beings would die. ______
22. My soul, my inner liveliness was taken from me, was annihilated or killed. _______
23. Some people or alien forces tried or planned to destroy and kill me. ______
OVERCOMPENSATION
24. I had tremendous powers and influence and was able to direct and control
people, natural forces or world affairs. ______
25. I was able to heal sick people by spiritual means. ______
26. I had visions. I was able to see things which happened far away and at another
time. ______
27. I had one or several children. ______
28. I gave birth to living beings (without requiring sexual relations). ______
29. I felt doubled or multiplied. I consisted o f many living beings or these beings
lived inside me. ______
BODY
30. The appearance, the shape of my body had partially or totally changed. ______
31. My limbs did not fit together in the usual way. Their connection was loosened,
everything was disarranged or out o f place. I felt disorientated in my body.
32. My body or parts o f it were tom to pieces, dissolved or fell apart.
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33. Parts o f my body separated themselves from the whole so that I experienced
them outside o f me. ______
34. My whole body or parts of it were dead or dying (possibly already decaying). ______
35. I had to hurt myself deliberately in order to cause pain. ______
36. I had to hurt myself in order to see my own blood. ______
37. I did not feel my skin anymore, so I had to rub or pinch or punch it. ______
38. My sexual behaviour changed. ______
39. I had to breathe fast, or my breathing was reduced or stopped completely. ______
THOUGHT-PROCESS
40. Other people were able to read my thoughts. ______
41. I was able to read other people’s thoughts. ______
42. I coded my language or my thoughts so that only I understood and nobody else
could understand them._________________________________________________________
43. My own thoughts left my head, they spread out everywhere. I could not keep
them within me or for myself. They slipped away and everybody knew them. ______
44. My thoughts were tom apart. 1 had tremendous confusion in my head. ______
45. Alien thoughts were given to me (through telepathy or hypnosis). My thoughts
and feelings came from outside of me._____________________________________ ____ __
46. My thoughts were dismpted from the outside. My chain o f thoughts was
intermpted or some thoughts were taken away from me.______________________ ______
PSYCHOMOTORIC BEHAVIOUR
47. Everything that happened around me seemed dangerous, menacing, strange. I
felt alarmed and watched everything attentively and anxiously.________________ ______
48. I had to pay close attention to my movements. I had to strictly control them. ______
49. I repeated my own movements or words several times. ______
50. I automatically imitated other people’s movements or words, like an echo. ______
51. I froze stiff with fear and remained motionless for a long period o f time. ______
52. I was seized by a wild and uncontrollable panic. I was overwhelmed with fear. ______
53. I assaulted people or banged into objects out o f pure desperation. ______
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GLOBAL RATING I D C A V
(0 = No, never experienced; 1 = questionable; 2-5 = Yes, experienced once or several times,
graduation depending on severity and intensity)
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Appendix VI b
BRIEF PSYCHIATRIC RATING SCALE
1. Somatic concerns
Degree o f concern over present bodily health. Rate the degree to which physical health is perceived as 
a problem by the patient, whether complaints have realistic bases or not. Somatic delusions should be 
rated in the severe range with or without somatic concern, note: be sure to assess the degree of 
impairment due to somatic concerns only and not other symptoms, e.g. depression. In addition, if  the 
subject rates 6 or 7 due to somatic delusions, then you must rate Unusual Thought Content at least 4 or 
above.
2. Very mild
Occasional somatic concerns that tend to be kept to self.
3. Mild
Occasional somatic concerns that tend to be voiced to others (e.g. family, physician).
4. Moderate
Frequent expressions o f somatic concern or exaggerations o f existing ills OR some 
preoccupation, but no impairment in functioning. Not delusional.
5. Moderately severe
Frequent expressions o f somatic concern or exaggeration o f existing ills OR some 
preoccupation and moderate impairment o f functioning. Not delusional.
6. Severe
Preoccupation with somatic complaints with much impairment in functioning OR somatic 
delusions without acting on them or disclosing to others.
7. Extremely severe
Preoccupation with somatic complaints with severe impairment in functioning OR somatic 
delusions that tend to be acted on or disclosed to others.
2. Anxiety
Reported apprehension, tension, fear, panic or worry. Rate only the patient’s statements, not observed 
anxiety which is rated under Tension.
2. Very mild
Reports some discomfort due to worry OR infrequent worries that occur more than usual for 
most normal individuals.
3. Mild
Worried frequently but can readily turn attention to other things.
4. Moderate
Worried most o f the time and cannot turn attention to other things easily but no impairment in 
functioning OR occasional anxiety with autonomic accompaniment but no impairment in 
functioning.
5. Moderately severe
Frequent, but not daily, periods o f anxiety with autonomic accompaniment OR so areas of 
functioning are disrupted by anxiety or worry.
6. Severe
Anxiety with autonomic accompaniment daily but not persisting throughout the day OR many 
areas o f functioning are disrupted by anxiety or constant worry.
7. Extremely severe
Anxiety with autonomic accompaniment persisting throughout the day OR most areas of 
functioning are disrupted by anxiety or constant worry.
3. Depression
Include sadness, unhappiness, anhedonia and preoccupation with depressing topics (can’t attend to TV 
or conversations due to depression), hopelessness, loss o f self-esteem (dissatisfied or disgusted with self
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or feelings o f worthlessness). Do not include vegetative symptoms, e.g. motor retardation, early waking 
or the amotivation that accompanies the deficit syndrome.
2. Very mild
Occasionally feels sad, unhappy or depressed
3. Mild
Frequently feels sad or unhappy but can readily turn attention to other things.
4. Moderate
Frequent periods o f feeling very sad, unhappy, moderately depressed, but able to fimction with 
extra effort.
5. Moderately severe
Frequent, but not daily, periods o f deep depression OR some areas o f fimctioning are disrupted 
by depression.
6. Severe
Deeply depressed daily but not persisting throughout the day OR many areas o f functioning are 
disrupted by depression.
7. Deeply depressed daily OR most areas o f functioning are disrupted by depression.
4. Suicidality
Expressed desire, intent or actions to harm or kill self.
2. Very mild
Occasional feelings o f being tired o f living. No overt suicidal thoughts.
3. Mild
Occasional suicidal thoughts without intent or specific plan OR he/she feels they would be 
better off dead.
4. Moderate
Suicidal thoughts fi-equent without intent or plan.
5. Moderately severe
Many fantasies o f suicide but various methods. Many seriously consider making an attempt 
with specific time and plan OR impulsive suicide attempt using non-lethal method or in full 
view o f potential saviours.
6. Severe
Clearly wants to kill self. Searches for appropriate means and time, OR potentially serious 
suicide attempt with patient knowledge o f possible rescue.
7. Extremely severe
Specific suicidal plan and intent (e.g. “as soon a s_________ I will do by doing X”), OR suicide
attempt characterised by plan patient thought was lethal or attempt in secluded environment.
5. Guilt
Overconcem or remorse for past behaviour. Rate only patient’s statements, do not infer guilt feelings 
fi-om depression, anxiety or neurotic defenses. Note: if  the subject rates 6 or 7 due to delusions o f guilt, 
then you must rate Unusual Thought Content at least 4 or above, depending on level o f preoccupation 
and impairment.
2. Very mild
Concerned about having failed someone or at something but not preoccupied. Can shift 
thoughts to other matters easily.
3. Mild
Concerned about having failed someone or at something with some preoccupation. Tends to 
voice guilt to others.
4. Moderate
Disproportionate preoccupation with guild, having done wrong, injured others by doing or 
failing to do something, but can readily turn attention to other things.
5. Moderately severe
Preoccupation with guilt, having failed someone or at something, can turn attention to other 
things, but only with great effort. Not delusional.
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6. Severe
Delusional guilt OR unreasonable self-reproach veiy out o f proportion to circumstances. 
Moderate preoccupation present.
7. Extremely severe
Delusional guilt OR unreasonable self-reproach grossly out o f proportion to circumstances. 
Subjects is very preoccupied with guilt and is likely to disclose to others or act on delusions.
6. Hostility
Animosity, contempt, belligerence, threats, arguments, tantrums, property destruction, fights and any 
other expression o f hostile attitudes or actions. Do not infer hostility from neurotic defenses, anxiety or 
somatic complaints. Do not include incidents o f appropriate anger or obvious self-defense.
2. Very mild
Irritable or grumpy, but not overtly expressed.
3. Mild 
Argumentative or sarcastic.
4. Moderate
Overtly angry on several occasions OR yelled at others excessively.
5. Moderately severe
Has threatened, slammed about or thrown things.
6. Severe
Has assaulted others but with no harm likely, e.g. slapped or pushed, OR destroyed property, 
e.g. knocked over furniture, broken windows.
7. Extremely severe
Has attacked others with definite possibility o f harming them or with actual harm, e.g. assault 
with hammer or weapon.
7. Elevated Mood
A pervasive, sustained and exaggerated feeling of well-being, cheerfulness, euphoria (implying 
pathological mood), optimism that is out of proportion to the circumstances. Do not infer elation from 
increased activity or from grandiose statements alone.
2. Very mild
Seems to be very happy, cheerful without much reason.
3. Mild
Some unaccountable feelings o f well-being that persist.
4. Moderate
Reports excessive or unrealistic feelings o f well-being, cheerfulness, confidence or optimism 
inappropriate to circumstances, some o f the time. May frequently joke, smile, be giddy or 
overly enthusiastic OR few instances of marked elevated mood with euphoria.
5. Moderately severe
Reports excessive or unrealistic feelings of well-being, confidence or optimism inappropriate 
to circumstances, much o f the time. May describe feeling ‘on top o f the world’, ‘like 
everything is falling into place’, or ‘better than ever before’, OR several instances o f marked 
elevated mood with euphoria.
6. Severe
Reports many instances o f marked elevated mood with euphoria OR mood definitely elevated 
almost constantly throughout interview and inappropriate to content.
7. Extremely severe
Patient reports being elated or appears almost intoxicated, laughing, joking, giggling, 
constantly euphoric, feeling invulnerable, all inappropriate to immediate circumstances.
8. Grandiosity
Exaggerated self-opinion, self-enhancing conviction o f special abilities or powers or identity as 
someone rich or famous. Rate only patient’s statements about himself, not his demeanour. Note: if  the
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subject rates 6 or 7 due to grandiose delusions, you must rate Unusual Thought Content at least 4 or 
above.
2. Very mild
Feels great and denies obvious problems, but not unrealistic.
3. Mild
Exaggerated self-opinion beyond abilities and training.
4. Moderate
Inappropriate boastfulness, claims to be brilliant, insightful or gifted beyond realistic 
proportions, but rarely self-discloses or acts on these inflated self-concepts. Does not claim 
that grandiose accomplishments have actually occurred.
5. Moderately severe
Same as 4 but often self-discloses and acts on these grandiose ideas. May have doubts about
the reality o f the grandiose ideas. Not delusional.
6. Severe
Delusional - claims to have special powers like ESP, to have millions o f pounds, invented new 
machines, worked at jobs when it is known that he has never employed these capacities, be 
Jesus Christ, or the President. Patients may not be very preoccupied
7. Delusional - same as 6 but subject seems very preoccupied and tends to disclose or act on
persecutory delusions
9. Suspiciousness
Expressed or apparent belief that other persons have acted maliciously or with discriminatory intent. 
Include persecution by supernatural or other non-human agencies (e.g. the devil). Note: ratings o f 3 or 
above should also be rated under Unusual Thought Content.
2. Very mild
Seems on guard. Reluctant to respond to some ‘personal’ questions. Reports being overly 
self-conscious in public.
3. Mild
Describes incidents in which others have harmed or wanted to harm him/her that sound 
plausible. Patient feels as if  others are watching, laughing or criticising him/her in public, but 
this occurs only occasionally or rarely. Little or no preoccupation.
4. Moderate
Says others are talking about him/her maliciously, have negative intentions or may harm 
him/her. Beyond the likelihood o f plausibility, but not delusional. Incidents o f suspected 
persecution occur occasionally (less than once per week) with some preoccupation.
5. Moderately severe
Same as 4, but incidents occur frequently, such as more than once per week. Patient is 
moderately preoccupied with ideas of persecution OR patient reports persecutory delusions 
expressed with much doubt (e.g. partial delusion).
6. Severe
Delusional - speaks o f Mafia plots, the FBI or other poisoning his/her food, persecution by 
supernatural forces.
7. Extremely severe
Same as 6, but the beliefs are bizarre or more preoccupying. Patient tends to disclose or act on 
persecutory delusions.
10. Hallucination
Reports o f perceptual experiences in the absence o f relevant external stimuli. When rating degree to 
which fimctioning is disrupted by hallucinations, include preoccupation with the content and experience 
of the hallucinations, as well as functioning disrupted by acting out on the hallucinatory content (e.g. 
engaging in deviant behaviour due to command hallucinations). Include thoughts aloud or 
pesudohallucinations (e.g. hears a voice inside head) if  a voice quality if present.
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2. Very mild
While resting or going to sleep, sees visions, smells odours or hears voices, sounds or whispers 
in the absence o f external stimulation, but no impairment in fimctioning.
3. Mild
While in a clear state o f consciousness, hears a voice calling the subject’s name, experiences 
non-verbal auditory hallucinations (e.g. sounds or whispers), formless visual hallucinations or 
has sensory experiences in the presence of modality-relevant stimulus (e.g. visual illusions) 
infi-equently (e.g. 1-2 times per week) and with no functional impairment.
4. Moderate
Occasional verbal, visual, gustatory, olfactory or tactile hallucinations with no functional 
impairment OR non-verbal auditory hallucinations/visual illusions more than infi-equently or 
with impairment.
5. Moderately severe
Experiences daily hallucinations OR some areas o f functioning are disrupted by hallucinations.
6. Severe
Experiences verbal or visual hallucinations several times a day OR many areas o f functioning 
are disrupted by these hallucinations.
7. Extremely severe
Persistent verbal or visual hallucinations throughout the day OR most areas o f functioning are 
disrupted by these hallucinations.
11. Unusual Thought Content
Unusual, odd, strange or bizarre thought content. Rate the degree o f unusualness, not the degree of 
disorganisation o f speech. Delusions are patently absurd, clearly false or bizarre ideas are expressed 
with full conviction. Consider the patient to have full conviction is he/she has acted as though the 
delusional belief was true. Ideas o f reference/persecution can be differentiated fi-om delusions in that 
ideas are expressed with much doubt and contain more elements of reality. Include thought insertion, 
withdrawal and broadcast. Include grandiose, somatic and persecutory delusions even if  rated 
elsewhere. Note: is Somatic Concern, Guilt, Suspiciousness or Grandiosity are rated 6 or 7 due to 
delusions, then Unusual Thought Content must be rated 4 or above.
2. Very mild
Ideas o f reference (people may stare or may laugh at him), ideas o f persecution (people may 
mistreat him). Unusual beliefs in psychic powers, spirits, UFOs, or unrealistic beliefs n one’s 
own abilities. Not strongly held. Some doubt.
3. Mild
Same as 2, but degree o f reality distortion is more severe as indicated by highly unusual ideas 
or greater conviction. Content may be typical o f delusions (even bizarre), but without full 
conviction. The delusion does not seem to have fully formed, but is considered as one possible 
explanation for an unusual experience.
4. Moderate
Delusion present but no preoccupation or functional impairment. May be an encapsulated 
delusion or a firmly endorsed absurd belief about past delusional circumstances.
5. Moderately severe
Full delusion(s) present with some preoccupation OR some areas o f functioning disrupted by 
delusional thinking,
6. Severe
Full delusion(s) present with much preoccupation OR many areas o f functioning are disrupted 
by delusional thinking.
7. Extremely severe
Full delusion(s) present with almost total preoccupation OR most areas o f functioning are 
disrupted by delusional thinking.
Rate items 12-13 on the basis o f patient’s self-report and observed behaviour.
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12. Bizarre Behaviour
Reports o f behaviour which are odd, unusual, or psychotically criminal. Not limited to interview 
period. Include inappropriate sexual behaviour and inappropriate affect.
2. Very mild
Slightly odd or eccentric public behaviour, e.g. occasionally giggles to self, fails to make 
appropriate eye contact, that does not seem to attract the attention o f others OR unusual 
behaviour conducted in private, e.g. innocuous rituals, that would not attract the attention of  
others.
3. Mild
Noticeably peculiar public behaviour, e.g. inappropriately loud talking, makes inappropriate 
eye contact, OR private behaviour that occasionally, but not always, attracts the attention of 
others, e.g. hoards foods, conducts unusual rituals, wears gloves indoors.
4. Moderate
Clearly bizarre behaviour that attracts or would attract (if done privately) the attention or 
concern o f others, but with no corrective intervention necessary. Behaviour occurs 
occasionally, e.g. fixated staring into space for several minutes, talks back to voices once, 
inappropriate giggling/laughter on 1-2 occasions, talking loudly to self.
5. Moderately severe
Clearly bizarre behaviour that attracts or would attract (if done privately) the attention of  
others or the authorities, e.g. fixated staring in a socially disruptive way, frequent inappropriate 
giggling/laughter, occasionally responds to voices, or eats non-foods.
6. Severe
Bizarre behaviour that attracts attention o f others and intervention by authorities, e.g. directing 
traffic, public nudity, staring into space for long periods, carrying on a conversation with 
hallucinations, frequent inappropriate giggling/laughter.
7. Extremely severe
Serious crimes committed in a bizarre way that attract the attention o f others and the control o f  
authorities, e.g. sets fires and stares at flames OR almost constant bizarre behaviour, e.g. 
inappropriate giggling/laughter, responds only to hallucinations and cannot be engaged in 
interaction.
13. Self-Neglect
Hygiene, appearance or eating behaviour below usual expectations, below socially acceptable standards 
or life-threatening.
2. Very mild
Hygiene/appearance slightly below usual community standards, e.g. shirt out o f pants, buttons 
unbuttoned, shoe laces untied, but no social or medical consequences.
3. Mild
Hygiene/appearance occasionally below usual community standards, e.g. irregular bathing, 
clothing is stained, hair uncombed, occasionally skips and important meal. No social or 
medical consequences.
4. Moderate
Hygiene/appearance is noticeably below usual community standards, e.g. fails to bathe or 
change clothes, clothing very soiled, hair unkempt, needs prompting, noticeably by others OR 
irregular eating and drinking with minimal medical concerns or consequences.
5. Moderately severe
Several areas of hygiene/appearance are below usual community standards OR poor grooming 
draws criticism by others and requires regular prompting. Eating or hydration are irregular and 
poor, causing some medical problems.
6. Severe
Many areas o f hygiene/appearance are below usual community standards, does not always 
bathe or change clothes even if  prompted. Poor grooming has caused social ostracism at 
school/residence/work, or required intervention. Eating erratic and poor, may require medical 
intervention.
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7. Extremely severe
Most areas o f hygiene/appearance/nutrition are extremely poor and easily noticed as below 
usual community standards OR hygiene/appearance/nutrition requires urgent and immediate 
medical intervention.
14. Disorientation
Does not comprehend situations or communications, such as questions asked during the entire BPRS 
interview. Confusion regarding person, place, or time. Do not rate if  incorrect responses are due to 
delusions.
2. Very mild
Seems muddled or mildly confused 1-2 times during interview. Oriented to person, place and 
time.
3. Mild
Occasionally muddled or mildly confused 3-4 times during interview. Minor inaccuracies in 
person, place, or time, e.g. date off by more than +/- 2 days, or gives wrong division of  
hospital.
4. Moderate
Frequently confused during interview. Minor inaccuracies in person, place or time are noted, 
as in 3 above. In addition, may have difficulty remembering general information, e.g. name of 
Queen.
5. Moderately severe
Markedly confused during interview, or to person, place, or time. Significant inaccuracies are 
noted, e.g. date off by more than one week, or cannot give correct name o f hospital. Has 
difficulty remembering personal information, e.g. where he/she was bom, or recognising 
familiar people.
6. Severe
Disoriented to person, place, or time, e.g. cannot give correct month and year. Disoriented in 2 
out o f 3 spheres.
7. Extremely severe
Grossly disoriented to person, place, or time, e.g. cannot give name or age. Disoriented in all 3 
spheres.
Rate items 15-24 on the basis o f observed behaviour and speech.
15. Conceptual Disorganisation
Degree to which speech is confused, disconnected, vague or disorganised. Rate tangentiality, 
circumstantiality, sudden topic shifts, incoherence, derailment, blocking, neologisms and other speech 
disorders. Do not rate content o f speech.
2. Very mild
Peculiar use o f words or rambling but speech is comprehensible.
3. Mild
Speech a bit hard to understand or make sense o f due to tangentiality, circumstantialilty or 
sudden topic shifts.
4. Moderate
Speech difficult to understand due to tangentiality, circumstantiality, idiosyncratic speech, or 
topic shifts on many occasions OR 1-2 instances o f incoherent phrases.
5. Moderately severe
Speech difficult to understand due to circumstantialilty, tangentiality, neologisms, blocking or 
topic shifts most o f the time OR 3-5 instances of incoherent phrases.
6. Severe
Speech is incomprehensible due to severe impairments most o f the time. Many BPRS items 
cannot be rated by self-report alone.
7. Extremely severe
Speech is incomprehensible throughout interview.
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16. Blunted Affect
Restricted range in emotional expressiveness o f face, voice and gestures. Marked indifference or 
flatness even when discussing distressing topics. In the case of euphoric or dysphoric patients, rate 
Blunted Affect if  a flat quality is also clearly present.
2. Very mild
Emotional range is slightly subdued or reserved but displays appropriate facial expressions and 
tone o f voice that are within normal limits.
3. Mild
Emotional range overall is diminished, subdued or reserved, without many spontaneous and 
appropriate emotional responses. Voice tone is slightly monotonous.
4. Moderate
Emotional range is noticeably diminished, patient doesn’t show emotion, smile or react to 
distressing topics except infrequently. Voice tone is monotonous or there is noticeably 
decrease in spontaneous movements. Displays o f emotion or gestures are usually followed by 
a return to flattened affect
5. Moderately severe
Emotional range very diminished, patient doesn’t show emotion, smile or react to distressing 
topics except minimally, few gestures, facial expression does not change very often. Voice 
tone is monotonous much o f the time.
6. Severe
Very little emotional range or expression. Mechanical in speech and gestures most o f the time. 
Unchanging facial expression. Voice tone is monotonous most o f the time.
7. Extremely severe
Virtually no emotional range or expressiveness, stiff movements. Voice tone is monotonous all 
of the time.
17. Emotional Withdrawal
Deficiency in patient’s ability to relate emotionally during interview situation. Use your own feeling as 
to the presence of an ‘invisible barrier’ between patient and interviewer. Include withdrawal apparently 
due to psychotic processes.
2. Very mild
Lack o f emotional involvement shown by occasional failure to make reciprocal comments, 
occasionally appearing preoccupied, or smiling in a stilted manner, but spontaneously engages 
the interviewer most o f the time.
3. Mild
Lack o f emotional involvement shown by noticeable failure to make reciprocal comments, 
appearing preoccupied, or lacking in warmth, but responds to interviewer when approached.
4. Moderate
Emotional contact not present much o f the interview because subject does not elaborate 
responses, fails to make eye contact, doesn’t seem to care if  interviewer is listening, or may be 
preoccupied with psychotic material.
5. Moderately severe
Same as 4 but emotional contact not present most o f the interview.
6. Severe
Actively avoids emotional participation. Frequently unresponsive or responds with yes/no 
answers (not solely due to persecutory delusions). Responds with only minimal affect.
7. Extremely severe
Consistently avoids emotional participation. Unresponsive or responds with yes/no answers 
(not solely due to persecutory delusions). May leave during interview or just not respond at 
all.
18. Motor Retardation
Reduction in energy level evidence by slowed movements and speech, reduced body tone, decreased 
number o f spontaneous body movements. Rate on the basis o f observed behaviour o f the patient only.
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Do not rate on the basis of patient’s subjective impression of his own energy level. Rate regardless of 
medication effects.
2. Very mild
Slightly slowed or reduced movements or speech compared to most people.
3. Mild
Noticeably slowed or reduced movements or speech compared to most people.
4. Moderate
Large reduction or slowness in movements or speech.
5. Moderately severe
Seldom moves or speaks spontaneously OR very mechanical or stiff movements.
6. Severe
Does not move or speak unless prodded or urged.
7. Extremely severe 
Frozen, catatonic.
19. Tension
Observable physical and motor manifestations of tension, ‘nervousness’ and agitation. Self-reported 
experiences of tension should be rated under the item on anxiety. Do not rate if restlessness is solely 
akathisia, but do rate if akathisia is exacerbated by tension.
2. Very mild
More fidgety than most but within normal range. A few transient signs of tension, e.g. picking 
at fingernails, foot wagging, scratching scalp several times or finger tapping.
3. Mild
Same as 2, but with more frequent or exaggerated signs of tension.
4. Moderate
Many and frequent signs of motor tension with one or more signs sometimes occurring 
simultaneously, e.g. wagging one’s foot while wringing hands together. There are times when 
no signs of tension are present.
5. Moderately severe
Many and frequent signs of motor tension with one or more signs often occurring 
simultaneously. There are still rare times when no signs of tension are present.
6. Severe
Same as 5, but signs of tension are continuous.
7. Extremely severe
Multiple motor manifestations of tension are continuously present, e.g. continuous pacing and 
hang wringing.
20. Uncooperativeness
Resistance and lack of willingness to cooperate with the interview. The uncooperativeness might result 
from suspiciousness. Rate only uncooperativeness in relation to the interview, not behaviours involving 
peers and relatives.
2. Very mild
Shows non-verbal signs of reluctance, but does not complain or argue.
3. Mild
Gripes or tries to avoid complying, but goes ahead without argument.
4. Moderate
Verbally resists but eventually complies after questions are rephrased or repeated.
5. Moderately severe
Same as 4, but some information necessary for accurate ratings is withheld.
6. Severe
Refuses to cooperate with interview, but remains in interview situation.
7. Extremely severe
Same as 6, with active efforts to escape the interview
Research dossier - research report 246
21. Excitement
Heightened emotional tone or increased emotional reactivity to interviewer or topics being discussed, as 
evidenced by increased intensity of facial expressions, voice tone, expressive gestures or increase in 
speech quantity and speed.
2. Very mild
Subtle and fleeting or questionable increase in emotional intensity. For example, at times 
seems keyed-up or overly alert.
3. Mild
Subtle but persistent increase in emotional intensity. For example, lively use of gestures and 
variation in voice tone.
4. Moderate
Definite but occasional increase in emotional intensity. For example, reacts to interviewer or 
topics that are discussed with noticeable emotional intensity. Some pressured speech.
5. Moderately severe
Definite and persistent increase in emotional intensity. For example, reacts to many stimuli, 
whether relevant or not, with considerable emotional intensity. Frequent pressured speech.
6. Severe
Marked increase in emotional intensity. For example, reacts to most stimuli with inappropriate 
emotional intensity. Has difficulty settling down or staying on task. Often restless, impulsive, 
or speech is often pressured.
7. Extremely severe
Marked and persistent increase in emotional intensity. Reacts to all stimuli with inappropriate 
intensity, impulsiveness. Cannot settle down or stay on task. Very restless and impulsive most 
of the time. Constant pressured speech.
22. Distractibility
Degree to which observed sequences of speech and actions are interrupted by stimuli unrelated to the 
interview. Distractibility is rated when the patient shows a change in the focus of attention as 
characterised by a pause in speech or a marked shift in gaze. Patient’s attention may be drawn to noise 
in adjoining room, books on a shelf, interviewer’s clothing, etc. Do not rate circumstantiality, 
tangentiality or flight of ideas. Also, do not rate rumination with delusional material. Rate even if the 
distracting stimulus cannot be identified.
2. Very mild
Generally can focus on interviewer’s questions with only 1 distraction or inappropriate shift of 
attention of brief duration.
3. Mild
Patient shifts focus of attention to matters unrelated to the interview 2-3 times.
4. Moderate
Often responsive to irrelevant stimuli in the room, e.g. averts gaze from the interviewer.
5. Moderately severe
Same as above, but now distractibility clearly interferes with the flow of the interview.
6. Severe
Extremely difficult to conduct interview or pursue a topic due to preoccupation with irrelevant 
stimuli.
7. Extremely severe
Impossible to conduct interview due to preoccupation with irrelevant stimuli.
23. Motor Hyperactivity
Increase in energy level evidenced in more frequent movement and /or rapid speech. Do not rate if 
restlessness is due to akathisia.
2. Very mild
Some restlessness, difficulty sitting still, lively facial expressions, or somewhat talkative.
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3. Mild
Occasionally very restless, definite increase in motor activity, lively gestures, 1-3 brief 
instances of pressured speech.
4. Moderate
Very restless, fidgety, excessive facial expressions or non-productive and repetitious motor 
movements. Much pressured speech, up to one-third of the interview.
5. Moderately severe
Frequently restless, fidgety. Many instances of excessive non-productive and repetitious motor 
movements. On the move most of the time. Frequent pressured speech, difficult to interrupt. 
Rises on 1-2 occasions to pace.
6. Severe
Excessive motor activity, restlessness, fidgety, loud tapping, noisy, etc. throughout most of the 
interview. Speech can only be interrupted with much effort. Rises on 3-4 occasions to pace.
7. Extremely severe
Constant excessive motor activity throughout entire interview, e.g. constant pacing, constant 
pressured speech with no pauses, interviewee can only be interrupted briefly and only small 
amounts of relevant information can be obtained.
24. Mannerisms and Posturing
Unusual and bizarre behaviour, stylised movements or acts, or any postures which are clearly 
uncomfortable or inappropriate. Exclude obvious manifestations of medication side-effects. Do not 
include nervous mannerisms that are not odd or unusual.
2. Very mild
Eccentric or odd mannerisms or activity that ordinary persons would have difficulty explaining, 
e.g. grimacing, picking. Observed once for a brief period.
3. Mild
Same as 2, but occurring on two occasions of brief duration.
4. Moderate
Mannerisms or posturing, e.g. stylised movements or acts, rocking, nodding, rubbing, or 
grimacing, observed on several occasions for brief periods or infrequently but very odd. For 
example, uncomfortable posture maintained for 5 seconds more than twice.
5. Moderate severe
Same as 4, but occurring often, or several examples of very odd mannerisms or posturing that 
are idiosyncratic to the patient.
6. Severe
Frequent stereotyped behaviour, assumes and maintains uncomfortable or inappropriate 
postures, intense rocking, smearing, strange rituals or fetal posturing. Subject can interact with 
people and the environment for brief periods despite these behaviours.
7. Extremely severe
Same as 6, butt subject cannot interact with people or the environment due to these behaviours.
Brief Psychiatric Rating Scale
Name: Date: Rater:
Hospital Period of assessment:
N/A = not assessed; 1 = Not present 2 = Very mild 3 = Mild4 = Moderate
5 = Moderately severe 6 = Severe 7 = Extremely severe
Rate items 1-14 on the basis of patient’s self-report during interview. Mark N/A for symptoms not 
assessed. Note items 7, 12, and 13 are also rated on observed behaviour during the interview.
1. Somatic concerns N/A 1 2 3 4 5 6 7
2. Anxiety N/A 1 2 3 4 5 6 7
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3. Depression N/A 1 2 3 4 5 6
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4. Suicidality N/A 1 2 3 4 5 6 7
5. Guilt N/A 1 2 3 4 5 6 7
6. Hostility N/A 1 2 3 4 5 6 7
7. Elevated mood N/A 1 2 3 4 5 6 7
8. Grandiosity N/A 1 2 3 4 5 6 7
9. Suspiciousness N/A 1 2 3 4 5 6 7
10. Hallucinations N/A 1 2 3 4 5 6 7
11. Unusual thought content N/A 1 2 3 4 5 6 7
12. Bizarre behaviour N/A 1 2 3 4 5 6 7
13. Self-neglect N/A 1 2 3 4 5 6 7
14. Disorientation N/A 1 2 3 4 5 6 7
Rate items 15-24 on the basis of observed behaviour or speech of the patient during the interview.
15. Conceptual disorganisationN/A 1 2 3 4 5 6 7
16. Blunted affect N/A 1 2 3 4 5 6 7
17. Emotional withdrawal N/A 1 2 3 4 5 6 7
18. Motor retardation N/A 1 2 3 4 5 6 7
19. Tension N/A 1 2 3 4 5 6 7
20. Uncooperativeness N/A 1 2 3 4 5 6 7
21. Excitement N/A 1 2 3 4 5 6 7
22. Distractibility N/A 1 2 3 4 5 6 7
23. Motor hyperactivity N/A 1 2 3 4 5 6 7
24. Mannerisms and posturingN/A 1 2 3 4 5 6 7
Sources of information (tick all applicable): 
questionable:
  Patient
  Parents/relatives
  Mental health professional_____
 ___  Chart
Confidence in assessment 
  1 = not at all, 5 = very confident
Explain her if validity of assessment is
  Symptoms possibly drug-related
  Underreported due to lack of rapport
Underreported due to negativesymptoms 
  Patient uncooperative
  Difficult to assess due to formal thought disorder
Other
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Confusion matrix
Observer II
Observer I N/A 1 2 3 4 5 6 7 Total
N/A 0 0 0 G G G G G G
1 0 239 20 18 12 G G G 289
2 0 7 154 IG 7 5 G G 183
3 0 0 5 136 6 G G G 147
4 0 0 G 7 56 5 G G 68
5 0 0 0 G 5 39 2 G 46
6 0 0 G G G 4 25 2 31
7 0 0 G G G G 3 25 28
Total 0 246 179 171 86 53 3G 27 792
Cohen’s Kappa:
K = Po-Pc / 1 - Pc
Pc = proportion expected by chance 
Po = proportion of agreement
Po = 674/792 = 0.85
Pc = (246/792)(289/792) + (179/792)(183/792) + (171/792)(147/792) + 
(86/792)(68/792) + (53/792)(46/792) + (30/792)(31/792) + (27/792)(28/792) = 0.1122
K = 0.85 - 0.1122 / 1 - 0.1122 = 0.83
Rules of thumb (Fliess (1981):
K = 0.4-0.6 ‘fair’
K = 0.6-0.75 ‘good’
K = 0.75 + ‘excellent’
Research dossier - research report 250
Appendix VI c
The Helping Alliance Scale 
(Priebe & McCabe, 2000)
Name:
Date:
1. Is the treatment you are currently receiving right for you?
0 1 2 3 4 5 6 7 8 9  10 
not at all |— ]— ;— {— j— ]— |— j— j— ]— j entirely
2. Do you feel understood by your therapist?
0 1 2 3 4  5 6 7 8 9  10 
not at all_______ |— j— |— j— '— |— |— |— ]— |— } entirely
3. Do you feel criticised by your therapist?
0 1 2 3 4 5 6 7 8 9  10 
not at all |— |— j— |— |— |— |— |— |— {— | entirely
4. Is your therapist committed to and actively involved in your treatment?
0 1 2 3 4 5 6 7 8 9  10 
not at all________|— ]— j— |— {— |— j— }— {— j— [ entirely
5. Do you trust in your therapist and his professional competence?
0 1 2 3 4 5 6 7 8 9  10 
not at all ]— |— ]— ;— {— |— |— {— |— }— j entirely
6. How do you feel immediately after a session with your therapist?
Better Unchanged Worse
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Appendix VI d
The Helping Alliance Scale 
(Priebe & McCabe, 2000)
Name;
Date:
1. Do you get along with your patient?
0 1 2 3 4 5 6 7 8 9  10 
not at all |— |— |— |— |— j— |— j— \— |— { extremely well
2. Do you understand the patient and his/her views?
0 1 2 3 4 5 6 7 8 9  10 
not at all________j— j— |— |— j— }— }—-|— \— {— | extremely well
3. Do you look forward to meeting the patient?
0 1 2 3 4 5 6 7 8  9 10 
not at all________ |— j— |— |— |— |— |— |— |— |— j entirely
4. Do you feel you are actively involved in the patient’s treatment?
0 1 2 3 4 5 6 7 8 9  10 
not at all |— j— j— |— j— |— |— |— |— j— j completely
5. Do you feel you can help the patient and treat him/her effectively?
0 1 2 3 4 5 6 7 8 9  10 
not at all }— j— ;— j— j— |— }— |— }— |— | entirely
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Appendix VII
Semi-structured interview schedule
Introduction
The questions I am going to ask you are concerned with how you experienced the
sessions you had with X (the therapist’s name). The purpose is to get a better
understanding of your needs and how we can better meet these.
1. First I would like to get an impression of what you expected when you first 
met X (the therapist)? If finds difficult to answer ask whether the client 
believed it would be someone similar to or different to the doctor, nurse etc., 
how was X similar or different?, did you like that?
2. Exploration of whether or not the client’s expectations were met. Do you feel 
that your expectations were met? In what ways did you feel and did you not 
feel your expectations were met by X? Can you think of reasons for this? Do 
you think your expectations affected how helpful you think the therapy was?
3. Exploration of the helpfulness/unhelphilness of therapy. Do you feel the 
sessions with X have been helpful to you? If yes, in what ways do you feel you 
have benefited? Can you think of reasons why you have benefited the way you 
have? If no, in what ways do you feel the sessions were unhelpful? Can you 
think of reasons why you feel this way? Where there things you think could 
have been done differently? Do you think this would have changed your 
opinion of the sessions?
4. Can you remember whey you first realised that the sessions were helpful or 
unhelpful? If a particular time, can you think of reasons for it being at that 
particular time? If nor sure, ask if there were anything about the therapist’s 
approach or method that made the therapy feel right?
5. Questions about the particular method the therapist’s implemented. Do you 
think the sessions were too frequent, about right or did you want them to be 
more often? (if not right ask how frequent the sessions ought to have been)
Do you think the sessions were too short, too long or about the right length for 
you? (if not right ask how long the sessions ought to have been)
6. Exploration of client’s perceptions of whether or not the therapist tried to help. 
Do you think the therapist was trying to help you with your difficulties? Do 
you think your therapist succeeded in helping you? Can you think of reasons 
why you think the therapist was or was not trying to help you? How did the 
therapist try to help you?
7. Discussion of whether or not therapy has enhanced how well the client knows 
her/himself. Do you feel you know yourself better now following therapy? If 
yes, in what ways do you feel you know yourself better. If finding it difficult 
to answer, ask whether their perceive their experiences differently, symptoms 
change, how the client feels about her/himself. If not, would you have wanted
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to know yourself better? In what ways? Have you got ideas about how the 
therapist could have helped you gain such knowledge? Do you think this 
affected how well X understood you?
8. Discussion of the therapist’s understanding of the client. Do you feel X 
understood you? And your concerns? Can you think of reasons why you felt 
understood by X? If finding it difficult ask if it was something about the 
therapist as a person, they way the therapist practiced, the therapist’s manner? 
Can you remember when you first felt that X understood you? Is it possible to 
identify what made you feel understood? Do you think the therapy was 
affected by you feeling understood or not understood? Ask for reasons or 
examples as to why this/these was/were (an) important moment(s)?
9. Exploration of how comfortable the client felt during the treatment. Would 
you say that you felt comfortable during the sessions with X? Can you think of 
why you did or did not feel comfortable? If finding it difficult to answer, ask if 
it might have been because of the person the therapist was, the method or 
anything else? Did you feel comfortable or uncomfortable with the therapist 
all the time or just some of the time? Were you mostly comfortable or 
uncomfortable? Can you give reasons for this? Do you think this affected the 
relationship you formed with X?
10. Do you feel that you developed a good relationship with X? If yes, can you 
think of reasons for why you feel it was a good or bad relationship? If finding 
it difficult to answer, ask if the client felt s/he could trust the therapist, and 
what the factors were that made her/him able to trust the therapist.
Ending
Tell the client that I appreciated her/his contribution, and ask if it all right to end the
interview there. If yes, end. If not, discuss whatever it is the client feel s/he needs to
talk about, until s/he feel all right about ending the interview.
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Appendix VIII 
Statistical tests to identify normal/abnormal distribution of client 
symptomatology, as measured by the BPRS, and the quality of the therapeutic 
relationship as measured by the HAS by both clients and therapists
Statistics for skewness and kurtosis
BPRStimel BPRS6me2 BPRSfime3
HASSmel HASSme2 HAStimeS HAStimel
ttierapist
HAS6me2
therapist
HAStimeS
therapist
N Valid 11 11 11 11 11 11 11 11 11
Missing 0 0 0 0 0 0 0 0 0
64.0000 52.7273 42.4545 36.9091 35.8182 39.3182 39.4091 40.4091 42.5909
Std. Deviation 10.6958 8.8892 7.0903 9.5127 8.5565 6.7278 6.0283 5.0981 4.2533
Skewness .509 .812 .888 -1.000 -.571 -.714 -1.025 -.714 -.799
Std. Error of Skewness .661 .661 .661 .661 .661 .661 .661 .661 .661
Kurtosis -.790 1.155 .435 1.336 -1.058 -.775 1.259 .311 .392
Std. Error of Kurtosis 1.279 1.279 1.279 1.279 1.279 1.279 1.279 1.279 1.279
Minimum 51.00 41.00 34.00 16.00 21.00 27.00 26.00 30.00 34.00
Maximum 84.00 72.00 57.00 51.00 46.00 46.00 47.00 47.00 48.50
Histogram showing the distribution of the client symptomatology as measured by 
the BPRS, and both the clients’ and therapists’ ratings of the quality of the 
therapeutic relationship as measured by the HAS
BPRS score after the first session
(U .5 Std. Dev= 10.70 
Mean = 64.0
N = 11.00
50.0 55.0 60.0 65.0 70.0 75.0 80.0 85.0
Measure of client symptomatology
BPRS scores after two weeks of treatment
5
4
3
2
Std. Dev = 8.89 
Mean = 52.7 
N = 11.00ÿ.l l  0  ,____,______  _ I _ w p
40.0 45.0 50.0 55.0 60.0 65.0 70.0
Measure of client symptomatology
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BPRS scores after four weeks of treatment
3.5
3.0
2.5
2.0
§ = 
I  0.0
std. Dev = 7.09 
Mean = 42.5 
N = 11.00
40.0 45.0 50.0 55.035.0
Measure of client symptomatology
Client HAS scores after the first session
5
4
3
2
1
Std. Dev = 9.51 
Mean = 36.9 
N = 11.00
D "
0
15.0 20.0 25.0 30.0 35.0 40.0 45.0 50.0
Measure of the quality of the therapeutic relationship
Client HAS scores after two weeks of 
treatment
std. Dev = 8.56 
Mean = 35.8 
N = 11.00
20.0 25.0 30.0 35.0 40.0 45.0
Measure of the quality of the therapeutic relationship
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Client HAS scores after four weeks of 
treatment
6
5
4
3
2
Std. Dev = 6.73 
Mean = 39.3 
N = 11.00
1
O "
0
25.0 30.0 35.0 40.0 45.0
Measure of the quality of the therapeutic relationship
Therapist HAS scores after the first session
3.5
3.0
2.5
2.0
I
I 0.0
std. Dev = 6.03 
Mean = 39.4 
N = 11.00
25.0 27.5 30.0 32.5 35.0 37.5 40.0 42.5 45.0 47.5
Measure of the quality of the therapeutic relationship
Therapist HAS scores after two weeks of 
treatment
std. Dev = 5.10 
Mean = 40.4 
N= 11.00
30.0 32.5 35.0 37.5 40.0 42.5 45.0 47.5
Measure of the quality of the therapeutic relationship
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Therapist HAS scores after four weeks of 
treatment
3 std. Dev = 4.25 Mean = 42.6 N = 11.00
35.0 37.5 40.0 42.5 45.0 47.5
Measure of the quality of the therapeutic relationship
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Appendix IX a 
The BPRS scores were subjected to a repeated measures test to identify any 
statistical significant changes in client psychopathology over time
Within-Subjects Factors
Measure: MEASURE 1
TIME
Dependent
Variable
1 BPRStim el
2 BPRStime2
3 BPRStimeS
Multivariate tests of significance, of which Pillai's Trace is of interest in this analyses
Effect Value F
Hypothesis
df Error df Siq.
TIME Pillai's Trace .893 37.512^ 2.000 9.000 .000
Wilks' Lambda .107 37.512® 2.000 9.000 .000
Hotelling's Trace 8.336 37.512® 2.000 9.000 .000
Roy's Largest Root 8.336 37.512® 2.000 9.000 .000
3- Exact statistic 
b.
Design: Intercept
Within Subjects Design: TIME
Testing within-subject contrasts of BPRS scores over time
Measure: MEASURE 1
Source TIME
Type III 
Sum of 
Squares df
Mean
Square F Sig.
TIME Linear 2553.136 1 2553.136 83.337 .000
Quadratic 1.833 1 1.833 .119 .737
Error(TIME) Linear 306.364 10 30.636
Quadratic 154.000 10 15.400
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Appendix IX b
To identify where the statistical significant changes were, paired t-tests were 
carried out for the BPRS scores
Paired samples statistics of observer rated BPRS scores
Mean N
Std.
Deviation
Std. Error 
Mean
Pair BPRStim el 64.0000 11 10.6958 3.2249
1 BPRStime2 52.7273 11 8.8892 2.6802
Pair BPRStim el 64.0000 11 10.6958 3.2249
2 BPRStimeS 42.4545 11 7.0903 2.1378
Pair BPRStime2 52.7273 11 8.8892 2.6802
3 BPRStimeS 42.4545 11 7.0903 2.1378
Paired samples correlations of observer rated BPRS scores
N Correlation Sig.
Pair 1 BPRStim el & BPRStime2 11 .811 .002
Pair 2 BPRStim el & BPRStimeS 11 .682 .021
Pair 3 BPRStime2 & BPRStimeS 11 .727 .011
Paired samples test of observer rated BPRS scores over time
Paired Differences
t df
Sig.
(2-tailed)Mean
Std.
Deviation
Std. Error 
Mean
95% Confidence 
Interval of the 
Difference
Lower Upper
Pair 1 BPRStimel - BPRStime2 11.2727 6.2624 1.8882 7.0656 15.4799 5.970 10 .000
Pair 2 BPRStimel - BPRStimeS 21.5455 7.8277 2.3601 16.2867 26.8042 9.129 10 .000
P a irs BPRStimeS - BPRStimeS 10.2727 6.1334 1.8493 6.1523 14.3932 5.555 10 .000
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Appendix X a 
The clients’ scores of the HAS were subjected to a repeated measures test to 
identify and statistical significant changes in the way they rated the therapeutic 
relationship over time
Within-Subjects Factors
Measure: MEASURE 1
TIME
Dependent
Variable
1 HAStimel
2 HAStlme2
3 HAStlmeS
Multivariate tests of significance, of which Pillai's Trace is of interest in this analyses
Effect Value F
Hypothesis
df Error df Siq.
TIME Pillai's Trace .611 7.079® 2.000 9.000 .014
Wilks' Lambda .389 7.079® 2.000 9.000 .014
Hotelling's Trace 1.573 7.079® 2.000 9.000 .014
Roy's Largest Root 1.573 7.079® 2.000 9.000 .014
3 Exact statistic 
b.
Design: Intercept
Within Subjects Design: TIME
Testing of within-subject contrasts of clients' HAS scores over time
Measure: MEASURE 1
Source TIME
Type III 
Sum of 
Squares df
Mean
Square F Sig.
TIME Linear 31.920 1 31.920 1.114 .316
Quadratic 38.640 1 38.640 2.258 .164
Error(TIME) Linear 286.455 10 28.645
Quadratic 171.152 10 17.115
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Appendix X b
To identify where any statistical significant change(s) is/are, paired t-test were 
carried out for the clients’ HAS scores
Paired samples statistics of client responses to the HAS
Mean N
Std.
Deviation
Std. Error 
Mean
Pair HAStimel 36.9091 11 9.5127 2.8682
1 HAStime2 35.8182 11 8.5565 2.5799
Pair HAStimel 36.9091 11 9.5127 2.8682
2 HAStimeS 39.3182 11 6.7278 2.0285
Pair HAStime2 35.8182 11 8.5565 2.5799
3 HAStimeS 39.3182 11 6.7278 2.0285
Paired samples correlations of client responses to the HAS
N Correlation Sig.
Pair 1 HAStim el & HAStime2 11 .574 .065
Pair 2 HAStim el & HAStimeS 11 .613 .045
Pair 3 HAStime2 & HAStimeS 11 .945 .000
Paired samples test of client responses to the HAS over time
Paired Differences
t df
Sig.
(2-tailed)Mean
Std.
Deviation
Std. Error 
Mean
95% Confidence 
Interval of the 
Difference
Lower Upper
Pair 1 HAStimel - HAStime2 1.0909 8.3869 2.5288 -4.5435 6.7253 .431 10 .675
Pair 2 HAStimel - HAStimeS -2.4091 7.5691 2.2822 -7.4941 2.6759 -1.056 10 .316
P a irs HAStime2 - HAStimeS -3.5000 3.1064 .9366 -5.5869 -1.4131 -3.737 10 .004
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Appendix XI a
The therapists’ scores on the HAS were subjected to a repeated measures test to 
identify any statistical significant changes in the way they rated the therapeutic 
relationship over time
Within-Subjects Factors
Measure: MEASURE 1
TIME
Dependent
Variable
1 HAStimel
2 HAStime2
3 HAStimeS
Multivariate tests of significance, of which Pillai's Trace is of interest to this analyslis
Effect Value F
Hypothesis
df Error df Sig.
TIME Pillai's Trace .788 16.722® 2.000 9.000 .001
Wilks' Lambda .212 16.722® 2.000 9.000 .001
Hotelling's Trace 3.716 16.722® 2.000 9.000 .001
Roy's Largest Root 3.716 16.722® 2.000 9.000 .001
a- Exact statistic 
b.
Design: Intercept
Within Subjects Design: TIME
Testing within-subjects contrasts of therapists' HAS scores overtime
Measure: MEASURE 1
Source TIME
Type III 
Sum of 
Squares df
Mean
Square F Sig.
TIME Linear 55.682 1 55.682 12.564 .005
Quadratic 2.561 1 2.561 .681 .429
Error(TIME) Linear 44.318 10 4.432
Quadratic 37.606 10 3.761
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Appendix XI b
To identify where the statistical significant changes were, paired t-tests were 
carried out for the therapists' HAS scores
Paired samples statistics for therapist responses to the HAS
Mean N
Std.
Deviation
Std. Error 
Mean
Pair HAStim el 39.4091 11 6.0283 1.8176
1 HAStime2 40.4091 11 5.0981 1.5371
Pair H AStim el 39.4091 11 6.0283 1.8176
2 HAStimeS 42.5909 11 4.2533 1.2824
Pair HAStime2 40.4091 11 5.0981 1.5371
3 HAStimeS 42.5909 11 4.2533 1.2824
Paired samples correlations for therapist responses to the HAS
N Correlation Sig.
Pair 1 HAStim el & HAStime2 11 .803 .003
Pair 2 HAStim el & HAStimeS 11 .889 .000
Pair 3 HAStime2 & HAStimeS 11 .954 .000
Paired samples test for the therapist responses to HAS over time
Paired Differences
t df
Sig.
(2-taiied)Mean
Std.
Deviation
Std. Error 
Mean
95% Confidence 
Interval of the 
Difference
Lower Upper
Pair 1 HAStimel - HAStime2 -1.0000 3.6056 1.0871 -3.4222 1.4222 -.920 10 .379
Pair 2 HAStimel - HAStimeS -3.1818 2.9772 .8977 -5.1819 -1.1817 -3.545 10 .005
Pair 3 HAStime2 - HAStimeS -2.1818 1.6473 .4967 -3.2885 -1.0751 -4.393 10 .001
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Appendix XII
Transcribed interview with one client
1. What did you expect when you first met (name o f the therapist)
- 1 expected to meet someone who hopefully would be able to understand how I feel and what I am 
experiencing as part o f my illness. In the past I have tried to explain to doctors and nurses what is 
happening but I don’t think they have understood me at all. I was quite desperate to find someone who I 
could get along with and discuss my strange experiences with who would not just dismiss them as 
symptoms o f schizophrenia. I was lucky because (name o f therapist) was on the ball, and I knew it 
immediately.
2. How did you know (name o f therapist) was on the ball?
- He seemed a nice chap when he came up to me, I did not feel threatened by him. Also the questions 
he asked me were so relevant to what I had and am experiencing, and I quickly felt that I could trust him 
with my innermost thoughts. Another thing was that he did not tell me that my strange thoughts and 
feelings were delusions and hallucinations. He also approached my drug use in a completely different 
way, so I felt that I could talk to him about my habits without being judged in the way my doctor tells 
me off for using illicit drugs. Some conversations I’ve had with (name o f therapist) has suggested that 
my drug habits may have developed as a way o f self-medicating to numb my strange experiences, but I 
still cannot give up completely, even though I now understand that it makes my illness worse, it may 
even have caused it.
3. Do you think that talking to (name o f therapist) has been helpful or unhelpful to you?
- It has been good to talk about how I feel deep down in myself, because I feel I need to talk about it 
since I sometimes believe that other people think that I am God. When I believe that I sometimes find 
the pressure difficult to cope with and I become quite depressed. It is when I feel low that (name of 
therapist) has helped me most, even though I believe this is when I have given him quite difficult times. 
However, what is astonishing is that he has always come back to give me further sessions.
3 a. You sound surprised that (name o f therapist) did not abandon you, is that right?
Yes, I am very surprised that he did not just think I was a hopeless case and that he could not be 
bothered wasting time on talking to me. I am glad he didn’t though, I like talking to (name of therapist).
4. You mentioned earlier that therapy has not been able to deal with your drug habits, but that 
taking about your inner experiences have been beneficial especially when you have felt low, 
can you think o f any other ways you feel therapy has been helpful or unhelpful?
- It is good to talk when you feel understood by another person, and (name of therapist) behaved 
completely different to Dr. (name o f consultant) and Dr. (name o f junior doctor). They have never 
appeared to be interested in what is actually going through my mind and what I believe is happening to 
my body sometimes, because when I am ill I think that I have one sword and three hooks (showing me 
where he thinks these are) inside my chest as a sign that I am Good, and I get upset when people do not 
believe me. What was fantastic about (name o f therapist) was that he talked to me about this and he did 
not dismiss it as fantasy or delusions (pause). You asked me something else, what was that?
4a. about your drug habit.
- Oh yes, to be honest I know that my strange experiences gets worse when I smoke joints or take speed, 
but the strange thing is that I sometimes miss the feeling that other people think I am God because I feel 
important then. The difficulties with not using drugs can have something to do with that, I don’t know.
It is also true that cannabis and the drugs I take is not more dangerous than smoking cigarettes, so I 
don’t understand why Dr. (name o f consultant) cause such a commotion when I occasionally smoke a 
spliff. I don’t think (name o f therapist) approves o f me using drugs, but at least he’s not yelling at me 
and threatening me with discharge, he talks about the drugs.
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5. Do you remember when you realised that therapy actually did help you?
- It didn’t take that long, I would say after a few times. Actually, I remember what I thought, I though T 
feel happier after I have spoken to (name of therapist), that must be good news’.
6. You mentioned that you felt that (name of therapist) understood you, can you tell me more 
about that, maybe give me an example/examples where you felt understood?
- It is difficult to explain how it is to feel understood, but I think what made me feel (name of therapist) 
was different from the doctors and nurses that I had talked to before was that he asked me questions that 
I could relate my experiences and feelings to. When I told him that I had the sword and the hooks 
inside my chest as a sign of being God, he spoke to me about how strange and frightening it might feel 
to having had objects inserted into your body against your will. This was very true initially for me, but 
now I am quite relaxed about it. It was exciting to discuss them (his experiences) with (name of 
therapist), I will miss him when I eventually is discharged (pause).
6a. Anything else?
- Hm. ..oh yes, a very important thing. I felt quite safe with (name of therapist) because he wasn’t 
scared of me or what I told him. Before I came into hospital other people did not want to talk to me 
when I started to explain to them what I was experiencing, and I didn’t understand that. In a way I can 
see how it might be frightening to somebody, because they must have thought that I’m mad as a hatter. 
Actually, that was how I ended up in here, someone called the police and they brought me in.
7. It sounds like the way (name of therapist) approached dealing with your experiences made you 
feel understood, what effect do you think that had on your therapy?
- 1 don’t know... I think that the way (name of therapist) spoke to me made me feel comfortable talking 
to him, and I felt that I could relieve myself of thoughts and feelings. I think relieving myself made me 
feel less tense (he shows me how he used to hold his shoulders and how they seem to have dropped to a 
more relaxed position now) and paranoid after a while.
8. You mentioned that (name of therapist) made you feel comfortable talking to him, did you feel 
comfortable immediately when you met (name of therapist) or did it take some time before you 
started to feel comfortable?
- I’m not exactly sure (pause). No I think it took a bit of time, a few sessions. Even though I felt that 
(name of therapist) understood me from the start, it would not be right to say that I was comfortable 
talking about my inner experiences from the beginning because I was not sure how he would react to 
new stuff that I brought up.
9. Would it be correct to say that after you became comfortable discussing your experiences with 
(name of therapist), you felt comfortable with him from then on, or were there times when you 
felt somewhat uncomfortable?
- Yes, I felt comfortable with (name of therapist) after my own hesitation had gone. At least I don’t 
remember having felt uncomfortable since the beginning.
10. Would you say that your own hesitation in the beginning of therapy was because you did not 
trust (name of therapist)?
- Maybe... I was not sure about how (name of therapist) would react to what I told him. People have in 
the past reacted quite badly, and I have felt let down by people. I think the doctors have let me down 
because they are not interested in me as a person but in medication that will cure my paranoid 
schizophrenia. There was something about (name of therapist) that made me take the risk of talking 
about my experiences.
10a. Do you know or can you guess what that ‘something’ might be?
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- Hmm... It’s difficult to answer that question. He seemed like a nice guy, he wore a suit and had a 
weird hairstyle. I think it could be that he seemed so different from other professionals I’d met before. 
And the questions he asked me and the things the told me was so spot on that I think I trusted him from 
early on.
11. Could it be that the way (name of therapist) phrased his questions and answers made you feel 
that he wanted to help you, or was it something else?
- 1 definitely felt that he wanted to help me with understanding my inner experiences and how I felt deep 
down. I could just relate to what he was saying, and then it felt right to talk about it. I also felt that he 
was willing to do things that no-one else had tried before with me, sometimes he would take me out for 
a walk and talk to me then. I thought that was cool, and liked his flexibility. I think that his flexibility 
and different ways of doing things made me more likely to see him, even though I’d much rather stay in 
bed. It was like he knew how to deal with me and my sometimes funny ways. Also I liked that he 
respected my wishes, once I felt so low when he came to see me and I didn’t want to see anyone, he then 
said he’d come back later and see if I felt different. He came back and we had a good chat.
12. From what you have said so far it sounds as though you feel that (name of therapist) has been
successful in helping you with some of the problems you have.
- Yes, definitely. I feel I have been able to talk freely with (name of therapist) about what’s on my mind 
and that has made me feel less anxious, depressed and stressed out.
13. You say you talked freely with (name of therapist), would you say there are things that you 
would have liked to talk about with (name of therapist) but felt you could not?
No, I don’t think so and if I couldn’t tell (name of therapist) I would not know who I could tell. He’s a 
top therapist and person. He has been of great help and I’ll miss our sessions when I’m discharged, 
which will be soon I’m told.
14. Would it be right to say that you know yourself better now after having seen (name of
therapist), than before your sessions started?
- In some respects yes, and others no. I always knew what my experiences meant to me and how they 
made me feel, but what I think has changed is that I now understand that these experiences are what 
made me anxious and depressed and in what ways they made me anxious and depressed. That was kind 
if a mysteiy before, I knew my experiences and I knew my feelings, but I could not put them together in 
a way that made sense to me. I think that’s one of the reasons I became paranoid.... (became 
thoughtful)
-14a. Why do you say that?
- 1 think that if you can’t make of your experiences and feelings, then you start to think that other people 
may be influencing your thoughts and feelings or even reading and controlling them, and therefore you 
become suspicious of others.
14b. That sounds quite stressful. Would you say that these feelings have become less prominent
since having spoken to (name of therapist)?
- Yes, they have. I have come to an understanding of how the experiences and feelings are linked, 
which has made me feel much less paranoid and suspicious of others. It is a nice feeling not having to 
be on guard all the time, it gives me more time to enjoy my own and other people’s company.
15. If you feel OK about ending the interview shortly I would like to ask you the final questions?
- Yes that’s fine. I’ve enjoyed this actually.
16. How often did (name of therapist) come to see you?
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- He came about three times a week ,I think.
16a. Did you feel that was too frequent, about right or did you want them to have been more often?
- 1 think the sessions were about right.
17. Do you remember how long your sessions used to be?
- 1 think (name of therapist) used to see me for about 10 minutes every time he came over to the ward. 
17a. Did you feel that was too short, too long or about the right length of the session.
- For me it was right.
17b. Are there particular reasons why you feel they were about right?
- Because if I have to talk for a long time my head gets fuzzy and I find it difficult to concentrate. 
Usually, I only stay in the smoking room for the length of a fag as well because there are too many 
people in there to be able to concentrate on the conversation, (name of therapist) he was good at 
understanding when I needed to stop and he just said the he’d let me go now and that he’d be back in a 
few days. That made me feel good because I didn’t feel I let him down, he was so easy about it, it was 
good.
Thank you very much for your time, (name of client). I appreciate that you wanted to do the interview 
with me.
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Appendix XIV
Appendix -  corrections following Viva Voca 2 7 0
Since schizophrenia was identified as a psychiatrie condition, many different medical 
and psychological treatment methods have been proposed in order to understand and 
help clients suffering from this disabling disorder. Some psychological therapies have 
their roots in existential philosophy as founded by Kierkegaard and Nietzsche. 
Existential philosophy has been concerned with describing phenomena and two main 
directions of phenomenology emerged. Transcendental phenomenology, (advocated 
by Husserl) was aimed at establishing a scientific method that would clarify “how it is 
that objects are experienced and present themselves to our consciousness” (Spinelli, 
1989, p. 2). The scientific method focuses on phenomena of consciousness and their 
involvement in constructing meanings. In other words, it examines the interaction 
between objective and subjective reality. Therefore phenomenological psychology 
can be said to involve itself “with the application of the phenomenological method to 
issues and problems in psychology so that an individual’s conscious experience of the 
world can be more systematically observed and described” (Spinelli, 1989, p. 30).
Existential phenomenology is the other major branch. This is concerned with 
investigating existence as experienced by the individual person, and developed out of 
transcendental phenomenology (advocated by Heidegger). He emphasised the 
importance of the fluidity of human existence and was therefore concerned with an 
individual’s being and his/her relationship with others. Shaffer (1978) outlined the 
assumptions which its derived psychological approach rested upon: 1) there are an 
infinite number of possible explanations or meanings, yet there is one certainty and 
that is the inevitable death of each individual, 2) human beings are free to choose their 
own attitudes and actions, 3) human beings’ freedom is constrained and limited by
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circumstances and situations, and 4) human beings naturally evade responsibility for 
their choiees. This implies that “if we are to faee up to our potential for being, we 
must accept our freedom to give meaning to our experience and that whatever 
meanings we do come up with are not the results and responsibility of outside, 
predetermined, perhaps even unknowable sources, but are product of our choice” 
(Spinelli, 1989, p. 123). Psychological difficulties could thus occur when a person felt 
the need to avoid and deny the angst caused by living an authentic life. This can be 
compared to constructs like defence mechanisms and coping strategies within other 
therapeutic approaches. The goal of an existential phenomenological therapist “is to 
help her to establish what it is that matters to her, so that she can begin to feel more in 
tune with herself and therefore more real and alive. Before the person can rearrange 
her lifestyle in accordance with her priorities she has to examine her own 
preconceptions and assumptions which stand in the way for her personal development. 
Much of what has always been taken for granted is therefore re-examined in the light 
of a search for the truth about life” (van Deurzen-Smith, 1988, p. 27).
Jaspers (1963) was the first to describe psychiatric disorders from a phenomenological 
perspective. He emphasised clients’ subjective experiences and tried to capture their 
states of consciousness, in order to understand the troubling phenomena rather than 
only classifying them (van Deurzen-Smith, 1997). As part of describing 
schizophrenia, Jaspers identified common complaints made by clients suffering from 
this disorder. He organised these into four groups of ego functions and dysfunction. 
These groups are; ego identity, ego demarcation, ego consistency and coherence, and 
ego activity. Furthermore, he emphasised that by identifying ego dysfunctions in
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schizophrenic clients it was possible to participate in the others’ experience and 
therefore empathise with these clients. Apart from this he did not stipulate any further 
guidelines as to how to proceed with therapy. A further elaboration of this approaeh is 
the ego consolidation therapy (Scharfetter, 1996) which will be returned to at a later 
stage.
One approach to schizophrenia, derived from Jaspers’ phenomenological approach to 
psychiatric disorders was Laing’s (1959). He developed a radical approach as a 
reaction to the medical model, and stimulated an anti-psychiatry movement. His 
approaeh emphasised that the behaviours exhibited by schizophrenic clients were used 
as defence against the anxiety and insecurities they experienced about their own 
beings. He theorised that such insecurity and anxiety led to a split in the clients’ 
relationships to the world, which was manifested by internal fragmentation and the 
pereeption that their self-autonomy was endangered by others. This split was labelled 
the schizoid split. Attempts to defend against the fears produced by the schizoid split 
were termed engulfrnent, implosion and petrification. Laing’s therapeutic approach 
therefore concentrated on containing the schizophrenic clients’ fears by being present 
and offering empathy and reassurance. He thought that such interventions would 
eventually allow him to decipher the hidden meanings of the symptomatic behaviours 
and, by reconstructing the individual’s situation, he would be able to understand the 
fears the person was defending against.
Both Jaspers and Laing’s approaches to schizophrenia focused on the clients’ 
subjective experiences, but they also advocated that information collected of non-
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verbal behaviour ought not to be open to interpretation but taken as objective 
knowledge. This indicated that both Jaspers and Laing were not able to withhold their 
medieal background sufficiently to investigate a phenomenon without prejudice (van 
Deurzen-Smith, 1997).
As mentioned above, ego consolidation therapy was derived from the 
phenomenological perspective and based on Jaspers’ description of the 
psychopathology of schizophrenia. However, it could also be argued that the 
approach has similarities to Laing’s theory of the insecurities created by the schizoid 
split. According to Laing (1959) these insecurities affected the level of existence, the 
level of essence, and the level of identity, which could be seen to correspond to the 
ego dys/fiinctions of vitality (a category Scharfetter added in 1981), demarcation, 
consistency/coherence and activity, and identity. The ego dysfunctions were thought 
to stem from a dysfunctional observer ego. The observer ego was the part of a 
person’s self-awareness that monitored and reflected upon own thoughts, feelings and 
behaviours. Therefore it followed that if this function was deficient the person would 
not show an ability to modify her/his behaviour in response to social cues and 
situations. It is thus possible to infer that this could lead to delusional thinking and 
bizarre behaviours, which may be difficult to understand and empathise with and 
therefore inhibit a positive therapeutic relationship from developing. Scharfetter 
(1996) argued that the observer ego was indeed deficient but could be taught 
observing and reflective skills through therapeutic interventions concentrating on 
these elements. Such interventions would, according to Scharfetter, be decoding of 
delusions and identification of underlying feelings and thus re-attribution of feelings
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to internal events rather than external events. Decoding-interventions would always 
be accompanied by reassuring elements, which were thought to affeet the therapeutie 
rapport as well as the client’s self-confidence and esteem. Furthermore, because the 
re-attribution of meaning would incorporate the client’s willingness to consider other 
than the delusional explanations to their experiences, Scharfetter believed that 
ehallenging and confronting techniques ought to be avoided and that careful and 
emphatic Socratic questioning should be used instead. He argued that the former 
would be more likely to affect the therapist’s credibility and therefore compliance 
with therapy. Moreover, he hypothesised that such interventions were more likely to 
result in the therapist becoming part of the client’s delusional network which would 
suggest mistrust on the client’s behalf.
Furthermore, Scharfetter (1996) also argued that for the above to be achieved a 
positive therapeutic relationship was essential. Research has found that therapists find 
engaging schizophrenic clients in a therapeutic relationship is one of the most difficult 
tasks they face in the therapeutic process (Frank and Gunderson, 1990). The ego 
consolidation approach has attempted to address this difficulty in the development of 
its method, and claims to have been successful in this endeavour. This has become 
the underlying ethos of the approach, and the development of a positive therapeutic 
relationship has been thought facilitated by using the five categories of ego 
dys/fiinctions to decode delusions and hallucinations in order to arrive at the 
underlying subjective feeling the client experienced. The process of decoding was 
labelled informed empathy (Fewtrell, Legg, and Scharfetter, 2000). As the therapeutic 
process progresses the therapeutic interventions become increasingly cognitive-
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behavioural, yet interventions associated with this approach would always be mixed 
with observer ego enhancing interventions. The aims of the ego consolidation 
approach could be said to be threefold, first to make the delusions and hallucinations 
less threatening and isolating, second to strengthen the observer ego and third to alter 
the self-dialogue through re-attributing meanings of the subjective experienees by 
appealing to the rational aspect of the person and cutting through the illogical thought 
sequence.
The ego consolidation approach was developed as a psychological intervention for 
clients’ in acute schizophrenic phases. This has had implications for the length and 
structure of the sessions. The length of the sessions varies between 10 to 15 minutes. 
The reasons for this is that a schizophrenic client in an acute phase has short attention 
and concentration spans, and is easily exhausted by intense human contact. Keeping 
the contact short is therefore thought to affect therapeutic compliance because of the 
lessened pressure to sustain attention and concentration. The therapist usually takes a 
leading role in the session, and would explore issues related to ego psychopathology 
and aid in process of re-attributing meanings to the internal subjective experiences.
The present research investigation was interested in eliciting information regarding the 
quality of the therapeutic relationships that were developed between the schizophrenic 
clients and the therapists, as well as measuring the level of observed psychopathology. 
The test period was four weeks during which ego consolidation therapy was 
implemented in conjunction with pharmacological therapy. Both quantitative and 
qualitative data were collected as a means to deal with some of the weaknesses of
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each research paradigm. Quantitative data were gathered in order to establish 
frequencies and detect any tentative causal links between certain relationship variables 
and the quality of the therapeutic relationship, and between the level of 
psychopathology and the quality of the therapeutic relationship. To complement this 
information qualitative data were collected, as this research paradigm was considered 
more suitable to elicit the detailed and more accurate perspectives of the participants’ 
views of the interactional processes in the therapeutic relationship and how the ego 
consolidation therapy facilitated or inhibited this process. Furthermore, the 
quantitative data were collected to obtain objective measures that could be reliably 
eompared with results from other investigations, as well as producing potential 
generalisable research findings. Finally, validity issues related to both research 
paradigms would be less pertinent as comparisons between the schizophrenic clients’ 
quantitative and qualitative responses could be carried out.
The findings of the research showed that schizophrenic clients and therapists both 
rated the therapeutic relationship as positive following the first session, but only the 
therapists rated the therapeutic relationship as improving. The schizophrenic clients 
continued to rate the relationship as positive. However, the qualitative data and the 
quantitative data appear to be somewhat discrepant in respect of the latter point. 
Despite rating the therapeutic relationship as positive throughout the trail period, the 
schizophrenic clients’ subjective accounts of their experiences of the therapeutic 
process appears to have elicited more specific information regarding what factors 
appear to be rapport enhancing over time. There could be several explanations for 
this. First, a questionnaire eliciting information regarding the quality of the
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therapeutic relationship may not be the best mean to assess the quality of the 
interactional therapeutic process. One could argue that interpersonal processes cannot 
be assessed by not implementing a proeessual methodological method, and that 
questionnaires are too structured and static to tap into process variables in the same 
way as qualitative interview methods do. Questionnaires could be better suited to 
offer a ‘snap-shot’ of the quality of the therapeutic relationship, which then should be 
further investigated in a qualitative manner. This could further imply that by using a 
questionnaire to evaluate the quality of the therapeutic relationship would offer 
information of how the schizophrenic client perceived this relationship in the last 
session, and not the developmental and proeessual aspects of it. Second, the 
participants may have felt the qualitative interview more encouraging with respect to 
offering deeper and richer information. A reason for this could be that the researcher 
is more likely to be perceived as an insider who is genuinely interested in their 
experiences because of the nature of the data collection. The data collection process 
may also feel more ‘natural’ than if presented with questionnaires to complete. The 
third and finally reason could be that due to the schizophrenic clients’ vulnerabilities, 
like self-esteem and confidence, qualitative interviews may prove a more containing 
and safer context to discuss issues related to the therapeutic relationship. The frame 
of the data collection may also resemble the therapeutic context in a way that may 
encourage the client to offer more accurate responses to questions. Questionnaires 
may have an adverse effect on the schizophrenic clients’ confidence as they have to 
put pen to paper and think and chose pre-set answers without being offered assistance 
due to the danger of biasing the results.
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From the researcher’s point of view, the above points were pertinent. The collection 
of the qualitative data felt much more ‘natural’ and inclusive than obtaining the 
quantitative data. Being able to further explore issues that appeared important to the 
elients as these emerged made the research process fluid and interesting. It also felt 
more therapeutic to interview these vulnerable clients about their experiences than to 
let them struggle on their own with completing the brief questionnaire.
The above may also account for the fact that the schizophrenic clients’ levels of 
psychopathology, as measured by an observer, were not associated with poorer 
therapeutic relationships. This can either indicate that schizophrenic clients’ 
interactional abilities in therapeutic relationships are not affected by their levels of 
symptomatology, or that observable objective measures of symptomatology do not 
offer meaningful information for practitioners implementing non-medical 
interventions. This point would support the argument that observable behaviours 
offer at the best of times very little information about covert mental processes. 
Skinner (1971) used this argument when he advocated that experimental psychology 
should only concern itself with scientific investigations of observable and overt 
phenomena that could be subjected to measurable manipulations.
However, research utilising both quantitative and qualitative methods are becoming 
increasingly common, and it would appear that this could reflect the need for both 
recognising clients’ subjective experiences as well as the need to evaluate therapeutic 
methods for their efficacy and generalisability. This may be particularly pertinent to 
working with schizophrenic clients as this client group has proved to be a major
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challenge to psychologists. The findings of the present research show that qualitative 
methods may prove more valuable in terms of guiding therapeutic practice, as it offers 
insights into the individuals difficulties, needs and reactions to therapy. Furthermore, 
experienees that are as idiosyncratic as schizophrenic experiences may also be best 
understood by adopting a line of enquiry and therapy that emphasises the subjective 
inner experiences of the individual client.
Despite the findings of the present research I would be cautious in drawing any firm 
conclusions. One reason for this is the number of client and therapist participants in 
the study. It would seem unwise to be conclusive based on responses from only 11 
client and 2 therapist participants. Moreover, the therapy method needs to be 
compared with other types of therapies that also emphasise the relational aspect of the 
human condition or indeed other supportive community or hospital based 
interventions, like for example befriending. In relation to the decrease in 
symptomatology the research findings can be said to be inconclusive because the 
effects of neuroleptic medication were not controlled for. Heneeforth, the tentative 
conclusions drawn from the findings would be that ego consolidation therapy appears 
to have some effect on the engagement process of schizophrenic clients in a positive 
therapeutic relationship. The clients’ reports also indicate that the method does 
indeed make them feel understood, accepted and respected as human beings. Claims 
regarding the efficacy of the therapeutic intervention on the level of symptomatology 
will not be made, as efforts were not made to control for variables, like neuroleptic 
medication, which could also affect this outcome measure.
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